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Abstract 
Family members, especially the primary caregivers, share the 
strain of cancer, and are at risk of physical and 
psychological symptoms in relation to caregiver stress. This 
study aimed to investigate the relationships of perceived 
stress, measured here as the reported difficulty in managing 
caregiver tasks, and the experience of stress symptoms among 
26 family caregivers of terminal cancer patients in Hong Kong. 
The findings revealed that caregivers reporting increased 
difficulty in managing caregiver tasks had also experienced 
more stress symptoms. In addition, intrapersonal tasks 
appeared to be a strong influencing factor in determining the 
experience of stress symptoms, in particular, the 
psychological symptoms. The most difficult tasks identified 
by the caregivers included compensation for personal time, 
updating knowledge of reimbursement mechanism, and emotionally 
accepted the likelihood of a progressive downward course. The 
length of time in providing care was a significant factor in 
determining caregivers‘ negative responses. In addition, 
caregivers who were young, had less education, and cared for 
younger patients, were at higher risk of developing stress. 
The implications of these findings for nursing practice are 
based on the provision of support to facilitate the emotional, 
social, and physical adaptation of high risk caregivers. 
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L e a r n i n g to live with cancer is not an easy t a s k . 
Learning to live w i t h someone else‘s cancer m a y be even more 
i 
d i f f i c u l t . In Hong Kong, the recent promotion of a hospice 
home care p r o g r a m and early discharge from hospital have led 
to an increase in the family members‘ caregiving role for 
their cancer relatives at h o m e . Rosenbaum (1986, p.414) 
defined a caregiver as a person who assumes primary 
responsibility for providing "supportive actions that assist, 
support, or help another person or group with evident or 
j anticipated needs to improve a human condition or lifestyle.“ 
Primary family caregivers, as distinguished from professional 
1 
I caregivers, are lay family members or significant others who 
.i 
j view themselves as having the major responsibility for 
providing p e r s o n a l care to the patient in a home setting 
j (Kasper et al., 1994). Laizner et al. (1993) also described 
lay caregivers as those responsible for daily tasks of 
caregiving, including day-to-day routine physical care, 
emotional support, and supervision. 
These caregiver tasks, which are added to their other 
responsibilities, compete for time, energy and attention in 
the daily lives of these p e o p l e . These additional works may 
eventually produce stress and conflict. Over time, this 
continued high level of stress can lead to many negative 
stress symptoms such as feelings of overload, loneliness, 
^ 
I depression, and other health related problems (Schulz, 1990) • 
It is also not uncommon for family members to give up their, 
I 
I 
i jobs, their personal and social life, and for their health to 
deteriorate while caring for their ill relatives. As a 
result, caregivers often describe themselves as emotionally 
and physically drained (Schulz, 1990, Wood, 1991). 
In Hong Kong, the mortality rate of cancer has increased 
to 149.5 per 100,000 population in 1990, which has doubled 
since the 1960s (Ho and W u , 1995)• These figures imply that 
more and more families in Hong Kong have to live with and care 
for a relative suffering from cancer. Since 95% of the Hong 
Kong population are ethnic Chinese, and that there is very 
5 little available literature about the Chinese families caring 
for cancer patients, thus cultural perspective in caring 
i ！ 
1 attitudes and caregiving behaviours is an important issue to 
: j 
1 、 
I be discussed. 
Chinese Perspective 
i 
j Historically, the Chinese family was an important social 
I 
institution guided by filial piety and individual members 
would respect family interests more than their own (Bond, 
1996)• Almost all elderly people in Hong Kong were raised in 
Mainland China (Ikels, 1993)• In a contemporary Chinese 
family in Hong Kong, however, little is known regarding 
whether family members are still influenced by filial piety in 
terms of caring attitude and caregiving behaviours (Holroyd 
and Mackenzie, 1995)• The infiltration of Western values into 
contemporary Hong Kong culture, with the valuing of individual 
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achievement and satisfaction, is likely to have a significant 
impact on the issue of caregiving (Holroyd and Gibb' 1 9 9 4 )、 
The w i d e s p r e a d assumption that Chinese home-bound or home care 
p a t i e n t s are b e i n g cared for as long as they have their 
families is likely to be based on traditional views of Chinese 
families. H o w e v e r , this assumption m a y not be true in a 
c o n t e m p o r a r y Chinese family. Holroyd and Mackenzie (1995) 
p r o p o s e d that despite the influence of traditional thinking 
and culture, there are more similarities than differences 
between Chinese and W e s t e r n perspectives in caring decisions 
and consequences due to the changing kinship n e t w o r k s . 
Internationally, health care professionals have tended to 
focus p r i m a r i l y on the cure and care of the p a t i e n t s , and 
I relatively little attention has been paid to the needs of the 
family c a r e g i v e r s . U s u a l l y , family members need to take up 
the caregiver role without any formal preparation or on-going 
nursing s u p p o r t . In fact, no formal training or on-going 
pro f e s s i o nal care of the caregivers is evident in the Hong 
Kong health care environment (Hospital A u t h o r i t y Statistical 
Report, 1993). 
The assumption underlying this study is that the family 
caregiver is the co-sufferer of cancer. From the subsequent 
review of literature, it will be shown that the caregivers are 
experiencing a lot of stress as a result of the demands and 
tasks of c a r e g i v i n g . Such effects indicate there m a y be a 
need for family caregivers to be prepared and assisted in 
carrying out the caregiver roles and tasks. Therefore, this 
'•. 
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study aims to look at the relationship of perceived stress, 
m e a s u r e d here as the reported difficulty in managing caregiver 
tasks, and its m a n i f e s t a t i o n s (stress symptoms) among family 
caregivers of terminal cancer patients in a hospice home care 
p r o g r a m of Hong K o n g . The results will facilitate nursing 
p r o f e s s i o n a l s identifying influencing factors of stress among 
caregivers w h i c h could then be used to guide the development 




Despite advances in treatment, cancer m a y still imply a 
bad p r o g n o s i s and lead to grave consequences for the patient 
and the family. Some nursing professionals m a y assume that 
cancer p a t i e n t s w i t h supportive families will manage well on 
their own at h o m e . H o w e v e r , there is growing evidence from 
the literature that family members, especially the pri m a r y 
caregivers, share and experience the stress of the cancer 
illness and caregiving, and thus require support (Laizner et 
al., 1993) • In order to further explore caregiver stress and 
its m a n i f e s t a t i o n s among cancer patients in Hong Kong, a 
review of literature on the following issues is outlined： the 
impact of cancer on the family, the general effect of 
caregiver stress on the family, selected caregiver tasks, and 
stress s y m p t o m s . 
The Impact of Cancer on the Family 
Patient‘s and caregiver‘s response to cancer, a chronic 
and life-threatening illness, is best understood in terms of 
the multiple p h y s i c a l , psychological, and social demands 
experienced b y patients and their families. Most literature 
reveals that these responses can be discussed in terms of the 
phase or stage of illness the person is experiencing. 
Pattison (1977) , Mailick (1979) , Edstrom and Miller (1981), 
and Northouse (1984) each identified three phases of the 
illness experience： early, acute, and terminal p h a s e s . While 
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stress is likely to be evident at all stages in the progress 
of cancer, the focus of this study will be on the third phase 
w h i c h is called the terminal phase (Pattison, 1977), the end-
stage (Edstrom and M i l l e r , 1981), or the ending episode 
(Mailick, 1979). It is because in Hong Kong, hospice care 
serves m a i n l y the patients w i t h terminal cancer. This 
terminal phase can be identified when no active treatment is 
available for the p a t i e n t . It consists of the final days and 
hours of the p e r s o n ' s life and is usually characterised by 
advanced d i s e a s e , total dependency, multiple physical and 
emotional c o m p l a i n t s , and inevitable death. 
Families dealing with a life-threatening illness like 
cancer w i l l be highly vulnerable to stress (Schulz' 1990). 
The bulk of family resources is spent on the day-to-day tasks 
of care. The focus of concern becomes the p a t i e n t , the 
diagnosis, symptoms, prognosis, and treatment, frequently to 
the exclusion or denial of the needs of other family m e m b e r s . 
As the family adapts to the necessary changes in roles, w o r k , 
and finances, there m a y be little energy left over to invest 
in meeting the needs of individual members (Laizner, 1993). 
Therefore, one can expect that family equilibrium is easily 
disrupted when an individual member becomes terminally ill. 
The Family Systems Theory as described by Minuchin (1985) 
suggests that families are in a dynamic state of change, 
constantly responding to stress from within and outside the 
family. Thus one family member‘s illness will send 
reverberations throughout the entire family system. One can 
14 
expect that c a n c e r , a life threatening illness, produces 
stress w i t h i n a family system and often alters communication 
patterns； role function, and relationships among family 
m e m b e r s . T h e r e f o r e , cancer illness may disrupt not only the 
i 
1 
patient‘s life but the entire family function. In particular, 
！ 
if lay family members have to take up the caregiver role, they 
m a y be further affected b y the caregiving tasks and stresses 
imposed on them as a result of the caregiving. 
H i s t o r i c a l l y , health care professionals have focused on 
individual p a t i e n t s within the family. As a result, the 
family has been v i e w e d as the environmental context in which 
the treatment or study occurred (Gilliss et al., 1989) rather 
than as a focus for research. In the 20th century, the 
theoretical perspectives that have contributed most to family 
practice and research include symbolic interactionist, 
developmental, systems, and social exchange (Gilliss et al., 
1989)• These m a j o r theories provide overall frameworks from 
which nursing problems m a y be researched, and give equal 
attention to b o t h family and p a t i e n t . 
In terms of family research on cancer, most studies 
regard the family not only as the principal source of support 
for the sick but also as the unit for analysis on the 
experience of the disease (Giaquinta, 1977)• Family reactions 
in coping w i t h the experience of cancer are worthy of emphasis 
because the diagnosis of cancer can be devastating. The 
family integrity and function are threatened as members become 
overwhelmed b y the physical and psychological needs, household 
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management needs and information needs of both the patient and 
caregiver (Wingate and Lackey, 1989). As the patient's 一 
illness progresses, latent family conflict may emerge. Issues 
such as faulty communication patterns and altered family roles 
may arise (Gilliss et al., 1989). 
Each patient has a unique physical and psychological 
response to cancer. Similarly, the family, both as a unit or 
as individual members, will experience the disease in its own 
manner. Some cancer patients and their families adapt quite 
well without professional psychosocial intervention. They 
will cope by using friends, other family members, spiritual or 
comic relief (Tiblier, 1978). However, Laizer et al. (1993) 
indicated that other family members may not know how to 
provide emotional reassurance or may have difficulty providing 
support, especially when the patient is dying. In many cases, 
family members may themselves feel the need for support. 
Therefore, health care professionals should extend their 
concern beyond the cancer patient to the family and offer help 
to resolve the specific stressful problem. 
The Effect of Caregiver Stress on the Family 
Caring for another person, especially one who has become 
more dependent, frail, and unable to be cured may easily 
produce stress and conflict. Blank et al. (1989) proposed 
that cancer is a long term concern for the families and 
involves their coping through a series of stages. In their 
interview of 8 cancer patients and 8 caregivers, they 
categorised caregiver stress in terms of intrapersonal (within 
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the i n d i v i d u a l ) , interpersonal (between individuals and 
others) and e x t r a p e r s o n a l (between the individual and the 
e n v i r o n m e n t ) . The unique caregiver needs they identified 
included the fear of b e i n g alone, g u i l t , and limited knowledge 
r e g a r d i n g the p a t i e n t s i t u a t i o n . A n o t h e r need was for support 
i 
I in coping w i t h the added r e s p o n s i b i l i t y of c a r e g i v i n g . If 
i 
j • • 
I these caregivers‘ needs go u n m e t , stress is created, w h i c h , if 
I great e n o u g h w o u l d impair or even d e s t r o y the family's role as 
i 
I a supportive r e s o u r c e for its members (Kaplan, 1982). Stress 
j 
I also limits or impedes a family's ability to be c a r e g i v e r s . 
I 
I A common i n t e r p r e t a t i o n of stress is that it is n e g a t i v e . 
I 
H o w e v e r , it m a y m o r e a c c u r a t e l y be v i e w e d as neutral (Miller, 
1992). The r e l a t i o n s h i p among stress, coping strategies, and 
q u a l i t y of life are found to be p r e d i c t a b l e (Lazarus and 
Folkman, 1 9 8 4 ) . W h e n an event is evaluated as stressful, it 
exceeds the adaptative resources of the individual and 
endangers his or her well-being； this appraisal w i l l initiate 
a coping r e s p o n s e . A p p r a i s a l , as described by Lazarus and 
Folkman (1984), is a continuously changing m e n t a l process 
comprised of a cognitive component and an affective component. 
Cognitive a p p r a i s a l is the process by w h i c h one judges the 
significance of an event w i t h regard to one‘s wel l being 
(primary appraisal) and the coping options available to 
resolve the event (secondary appraisal). Primary appraisal 
determines w h e t h e r an event is irrelevant, b e n i g n , or 
p o s i t i v e , or s t r e s s f u l . Secondary appraisal involves an 
review of the choices of action in the stressful e v e n t . 
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R e a p p r a i s a l is a changed appraisal based on new information. 
The e m o t i o n a l responses which are generated in the , 
appraisal are the affective component. A person's emotional 
responses influence how an event is appraised, shaping the 
reactions to an e n c o u n t e r . Therefore, it m a y be that the 
caregiver's p e r c e p t i o n of whether caregiver tasks are 
stressful w i l l interpret the importance of the caregiving 
experience to his/her p h y s i c a l and psychological w e l l - b e i n g . 
In Killeen's (1990) study of the influence of stress and 
coping on family caregiver‘s perception of h e a l t h , the 
dominant coping strategy used by those caregivers who were 
interviewed was to give up personal time. From a short term 
p e r s p e c t i v e , this strategy of relinquishing free time or 
personal time was p e r c e i v e d as being effective in coping with 
the caregiving stress. H o w e v e r , giving up personal time may 
be maladaptive in n a t u r e . Relinquishing time for sleep, 
relaxation, exercise, intimacy and own health needs m a y 
produce b e h a v i o u r a l or physiological changes that are 
p o t e n t i a l l y detrimental to the caregiver's health. This kind 
of coping m e t h o d is consistent with what Holroyd and Lazarus 
(1982) describe as a coping method that links stress and 
illness. 
Schumacher et al. (1993) studied strain and depression 
among family caregivers of patients receiving chemotherapy 
using Pearlin's (1990) Stress Process M o d e l . This model 
considered the stress process in four domains, namely, the 
social context and background of the caregiving condition, 
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stressors, m e d i a t o r s of stress, and stress o u t c o m e s . The 
model also p r o p o s e d two kinds of stressors that were primary 
and secondary stressors. Primary stressors were raised 
directly from the illness condition that made caregiving a 
n e c e s s i t y . Secondary stressors were the role strain and 
p s y c h o l o g i c a l strain resulting from primary stressors. The 
study h i g h l i g h t e d the importance of social context and 
caregiver's b a c k g r o u n d w h i c h included age, gender, occupation, 
access to resources, and the relationship between caregiver 
and p a t i e n t , on the caregiver‘s experience of depression and 
strain. It was interesting to note that caregivers of younger 
male patients were more strained, and male caregivers also 
experienced higher level of strain. But the generalisation of 
results was limited b y a disproportionate number of patients 
with breast cancer (over 60%), and the small number of 
caregivers in some types of relationships such as adult 
children, siblings while 65% of the sample were the spouses. 
N e v e r t h e l e s s , this research sheds light on the importance of 
including b o t h patient‘s and caregiver's social and 
demographic variables in the assessment of stress in 
caregiving. 
Besides caregivers of cancer patients, Harper and Lund 
(1990) have studied 409 caregivers of dementia patients and 
sought to identify specific sets of variables that best 
explain the differential stress/burden levels among 
caregivers. Data were drawn from self-report questionnaires 
completed b y subjects who were contacted through mailing lists 
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obtained from fifty dementia support groups in sixteen states 
in the U S A . R e s u l t s showed that the variables pertaining tp 
functional d e m e n t i a , life satisfaction, and the degree of 
actual and p e r c e i v e d social support, generally appeared to be 
the m a j o r contributors to the stress of caregivers of dementia 
p a t i e n t s . W o m e n were especially influenced by their general 
outlook on life, and strained by emotional symptoms such as 
aggression and changes in p e r s o n a l i t y . While men were found 
to be less b u r d e n e d w i t h emotion, they had difficulty with the 
patient‘s daily living activity and orientation symptoms, and 
with c o n f l i c t i n g demands on their own agenda and time. This 
study highlights the importance of examining caregivers in 
smaller, more homogeneous subgroups whose needs and stresses 
are related to their gender, their relationship to the 
p a t i e n t , social b a c k g r o u n d and their residential situation. 
It is also evident that in some cases, the degree and type of 
social support, and the number of hours spent in caring were 
important influences. It is suggested that nursing care needs 
to be responsive to the unique circumstances of the 
caregivers. Information specific to different caregivers‘ 
situation should be included into health care programs to 
match the n e e d s , resources, and skills of the caregivers. 
Regarding the effect of burden on caregiving, the 
literature g e n e r a l l y supports that the provision of high 
levels of care to dependent relatives, whether they are 
chronically, acutely, or mentally ill, or retarded children, 
produces difficulties for caregivers. In a recent study of 
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2 09 elder c a r e g i v e r dyads using interviews, observations, and 
caregiver self-report, the caregiver‘s perception of burden 
was found to be a strong indicators of quality of elder caring 
(Philips, 1995) . A n o t h e r study conducted in Hong Kong with 30 
families caring for dependent elderly family members at home 
identified four m a j o r areas of burden in caregiving families 
(Ngan and Cheng, 1992). These areas were physical 
d e t e r i o r a t i o n , financial strain, negative emotional response 
and frustrated social lives. The authors suggested that a 
caring dilemma was emerging in which carers felt obligated to 
care but w a n t e d at least some release from their caring 
b u r d e n s . 
A n a t i o n a l quantitative analysis of caregivers‘ replies 
to a p o s t a l questionnaire survey in North Wales demonstrated 
that, contrary to what had previously been assumed, the most 
potent stressors were more associated with subjective 
perceptions of events than with the objective features of the 
events themselves (Nolan et al., 1990) . Their findings 
underpin a reconceptualization of caregiver burden within a 
transactional model of stress. The central tenet of a 
transactional m o d e l is that it is not the actual but the 
perceived resources and demands that are crucial. If burden 
is considered to represent the caregiver's perception of an 
event then it m a y be useful to apply a transactional 
definition of stress to investigating caregiving difficulty. 
Nolan et a l . (1990) in applying the transactional model to 
investigate caregiver stress found that psychological malaise 
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r e s u l t e d from a c o m p l e x i n t e r a c t i o n of f a c t o r s . The four 
f a c t o r s that h a v e a d o m i n a n t role in this m a l a i s e w e r e： "the 
i n a t u r e of c a r e r / d e p e n d a n t relationships； the c a r e r ' s r e s p o n s e 
to the c a r i n g role； a lack of f a m i l y support； and a d v e r s e 
I f i n a n c i a l c o n s e q u e n c e s " (Nolan et al., 1990, p . 5 5 0 ) . The 
i 
I a u t h o r p r o p o s e d that the n a t u r e of the c a r e g i v e r ' s r e s p o n s e to 
t h e i r role w a s the m o s t i m p o r t a n t f a c t o r . M a l a i s e w a s m o s t 
l i k e l y to h a p p e n w h e n the c a r e g i v e r felt loss of c o n t r o l , 
u n a b l e to r e l a x , w o r r y about c a r i n g , and e x p e r i e n c e d g u i l t 
f e e l i n g s a b o u t the s i t u a t i o n . M a l a i s e w a s also h i g h l i g h t e d 
w h e n the c a r e g i v e r felt that his or h e r e f f o r t s w e r e not 
a p p r e c i a t e d b y the p a t i e n t w h o e x h i b i t e d p r o b l e m b e h a v i o u r in 
terms of f a i l i n g to h e l p and b e i n g o v e r l y m a n i p u l a t i v e . The 
f i ndings of N o l a n et a l . (1990) also s u g g e s t e d that p r o v i d i n g 
p h y s i c a l care w a s not p e r c e i v e d as s t r e s s f u l u n t i l c a r e g i v e r s 
t h e m s e l v e s w e r e e x p e r i e n c i n g p h y s i c a l illnesses and 
d i s c o m f o r t s . T h u s w h i l e c a r e g i v e r s were in g o o d p h y s i c a l 
h e a l t h t h e y d i d not find the p h y s i c a l d e m a n d s of c a r i n g too 
b u r d e n s o m e . T h i s t r a n s a c t i o n a l m o d e l of stress can be 
c o n s i d e r e d as a b a s i s for u n d e r s t a n d i n g how c a r e g i v e r s adapt 
to stress in t h e i r c a r e g i v i n g e x p e r i e n c e . 
In light of the t r a n s a c t i o n a l m o d e l of stress d e s c r i b e d 
b y N o l a n et a l . (1990), m o r e r e s e a r c h and l i t e r a t u r e w h i c h 
e x a m i n e s the c a r e g i v e r ' s p e r c e p t i o n of s t r e s s f u l c a r e g i v e r 
d e m a n d s / t a s k s , and e x p e r i e n c e of m a l a i s e are r e v i e w e d in the 
f o l l o w i n g s e c t i o n . The b a s i s for selection of the following 




and that the patients or care-recipients had cancer, other 
chronic illnesses or were elderly. Issues related to , 
caregiver tasks will be discussed in terms of physical and 
comforting care for the patient, being available, uncertainty, 
finances, supportive services and family resources, altered 
;| roles and lifestyles, and existential concerns and meaning of 
I cancer. Physical and emotional symptoms of stress are also 
1 I 
j discussed. ^ 
:| 
j Caregiver Tasks 
Caregiver task was frequently mentioned as an independent 
] 
variable in the caregiving literature, however, with different 
:. 
j meaning and perspectives. Given et al. (1990) described 
1 
caregiver tasks in terms of the patient's required assistance 
I 
in Activities of Daily Living (ADL) and Instrumental 
j 
Activities of Daily Living (IADL). ADL included feeding, 
" j 
！ dressing, bathing, and toileting, whereas IADLj included 
cooking, transportation, laundry, shopping, and financial 
management. Besides the types of activities performed, 
caregiver tasks were also related to the hours of care 
provided each day and the amount of assistant received from 
1 -1 
other relatives. Similarly, Kasper et al. (1994) described 
the intensity of caregiver tasks as the number of ADL provided 
in relation to the hours of care, the duration of caregiving 
in year, and whether there were additional caregivers 
！ available. In addition, Albert (1991) constructed a ] 
1 multidimensional scaling of caregiver tasks using a Q-sort. 
i . 
The author attempted to build a typology of caregiving tasks 
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from the c a r e g i v e r ' s p e r s p e c t i v e . This is one of the studies 
that c o n c e r n e d w i t h the u n s p e c i f i c n a t u r e of c a r e g i v e r tasks 
and s t u d i e d c a r e g i v e r s a c r o s s the life s p a n . 
O n the o t h e r h a n d , Clark and R a k o w s k i (1983) p r e s e n t e d a 
c a t e g o r i s a t i o n of c a r e g i v e r tasks w h i c h w e r e d e r i v e d from 
c l u s t e r i n g p o i n t s of c o n s e n s u s from literature r e v i e w . T h e y 
i d e n t i f i e d t h r e e d i m e n s i o n s of c a r e g i v e r t a s k s , n a m e l y , direct 
care to the p a t i e n t , i n t r a p e r s o n a l t a s k s , and i n t e r p e r s o n a l 
t i e s . D i r e c t care to the p a t i e n t included but w a s not limited 
to A D L s . It a l s o included： b e i n g a v a i l a b l e , s u p e r v i s i o n of 
t r e a t m e n t r e g i m e n and patient‘s r e s o u r c e s , and p r o v i d i n g 
s t r u c t u r e for p a t i e n t ' s d a i l y a c t i v i t i e s . I n t r a p e r s o n a l tasks 
w e r e m a i n l y c o n c e r n e d w i t h the p s y c h o l o g i c a l stages of 
c a r e g i v i n g in r e g a r d to w h e n and w h e r e i n d i v i d u a l c a r e g i v e r s 
e x p e r i e n c e p e r s o n a l and e m o t i o n a l n e e d s . I n t r a p e r s o n a l items 
i n c l u d e d c o m p e n s a t i n g for p e r s o n a l time； r e s o l v i n g 
u n c e r t a i n t y , and e m o t i o n a l l y a c c e p t i n g the p o o r p r o g n o s i s of 
the p a t i e n t . I n t e r p e r s o n a l ties involved familial and social 
tasks of the c a r e g i v e r w h i c h h a p p e n e d b e t w e e n i n d i v i d u a l s and 
o t h e r s . Items i n c l u d e d m a i n t a i n i n g k n o w l e d g e of r e i m b u r s e m e n t 
m e c h a n i s m s , i n t e r a c t i n g w i t h h e a l t h p r o f e s s i o n a l s , and 
m a n a g i n g f e e l i n g s t o w a r d o t h e r family m e m b e r s w h o do not offer 
h e l p r e g u l a r l y . In this study, this t h r e e - d i m e n s i o n a l 
a p p r o a c h to c a r e g i v e r tasks as d e r i v e d b y Clark and R a k o w s k i 
(1983) w i l l be u s e d . The i n v e n t o r y p r o v i d e s a c o m p r e h e n s i v e 
cover of m o s t c a r e g i v e r d e m a n d s and t a s k s . The c a r e g i v e r 
tasks in the i n v e n t o r y w e r e selected b y authors as those more 
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c o m m o n l y r e p o r t e d from the literature a c c o r d i n g to each 
d i m e n s i o n , w i l l be d i s c u s s e d in the following p a r a g r a p h s . , 
D i r e c t Care to P a t i e n t： Physical and Comforting Care 
T h e r e is e m p i r i c a l evidence that family m e m b e r s of a 
p a t i e n t w i t h c a n c e r , p a r t i c u l a r l y the p r i m a r y c a r e g i v e r , 
e x p e r i e n c e p h y s i c a l strains w h i c h d i r e c t l y result from 
p h y s i c a l care of the p a t i e n t . One d e s c r i p t i v e study revealed 
that the largest n u m b e r of needs for caregivers of p a t i e n t s 
w i t h c a n c e r w e r e in the c a t e g o r y of h o u s e h o l d m a n a g e m e n t w h i c h 
included the d i r e c t p a t i e n t care (Lackey and W i n g a t e , 1989)• 
The p u r p o s e of the above study was to identify the. needs of 
p a t i e n t s as w e l l as the needs of caregivers as d e f i n e d b y 
p a t i e n t s , c a r e g i v e r s , and n u r s e s . Three groups of subjects 
(total N=33) w e r e asked to complete two sets of an o p e n - e n d e d , 
s e m i s t r u c t u r e d , s e l f - a d m i n i s t e r e d test called the Object 
Content Test d e v e l o p e d b y G a r r e t s o n (1967) to elicit their 
n e eds p e r c e p t i o n . Content analysis revealed that the 
p r o v i s i o n of h o u s e h o l d m a n a g e m e n t and p h y s i c a l care to the 
p a t i e n t was the largest category of caregiver needs as 
g e n e r a t e d b y b o t h the p a t i e n t s (35.9%) and the caregivers 
(27.3%) . One limitation of L a c k e y and Wingate‘s (1989) study 
identified b y the authors is the definition of "need". It is 
not k n o w n w h e t h e r subjects‘ responses on the o p e n - e n d e d 
instruments reflect needs that were m e t , u n m e t , or b o t h . 
Subjects w e r e not g i v e n a definition for the w o r d "need" and 
m a y p o s s i b l y have had a different interpretation of needs from 
the r e s e a r c h e r s . Because subjects in this study were selected 
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from a cancer agency, their needs may be better met than those 
who were not receiving any agency services. Therefore, the 
type and n u m b e r of needs may be underreported in such samples. 
M a n y studies show that caregivers are concerned about the 
best w a y to assist and p h y s i c a l l y comfort the p a t i e n t . 
T h e r e f o r e , family members m a y benefit from educational 
interventions that teach them comforting skills such as 
m a s s a g e , p a i n control and relaxation exercise. A 
semistructured and at-home interview with 65 spousal 
caregivers for p a t i e n t s with advanced cancer was conducted by 
Stetz (1987)• The study used a descriptive, cross-sectional 
design and employed an in-depth interviewing m e t h o d . Content 
analysis of the interviews revealed nine major categories of 
caregiving d e m a n d s . The most frequently (69%) reported demand 
was m a n a g i n g the comforting care and treatment regimen. The 
regimen included assisting the ill spouses with activities of 
daily living, as w e l l as coping with alterations in the 
physical and/or emotional state of the ill spouse. Stetz‘s 
(1987) study raises implications for nursing practice in that 
nurses must determine whether or not the demand experienced is 
a consequence of inadequate caregiver knowledge or a 
consequence of an uncontrollable phenomenon. In the first 
situation, teaching of skill is needed; in the second 
situation, caregivers need to be taught how to cope with an 
uncontrollable situation. 
Holroyd and Mackenzie (1995) in their review of the 
historical and social processes contributing to care and 
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caregiving in Chinese families concluded that Hong Kong 
studies to date have approached caregiving experience from a 
task p e r s p e c t i v e . In their review, it was the physical aspect 
of care, in p a r t i c u l a r , physical lifting and carrying of the 
p a t i e n t s , w h i c h tended to predominate as opposed to emotional 
care. These kinds of physical demands are common and 
important in H o n g Kong due to accommodation problems and lack 
of private v e h i c l e s experienced by most families. Similarly, 
the result of the study conducted by Ngan and Cheng (1992) 
reported that p h y s i c a l deterioration was one of the major 
areas of stress in Hong Kong caregiving families. 
Direct Care to Patient ： Beincr Available 
The m u l t i p l e demands of home caregiving m a y require the 
caregivers to be available at home most of the time. Boland 
and Sims (1996) in their study of 17 caregiving families used 
a g r o u n d e d - t h e o r y design to understand the caregiving 
experience. Interviews were conducted over a period of one 
year in the homes of families caring for infants, spouses, or 
parents w i t h various medical diagnoses. Their results 
indicated that caregiving was a solitary journey and a 24-hour 
commitment. Caregivers described caregiving as a "duty 
without any break" (Boland and Sims, 1996, p.57)• Patients 
might request the caregivers to be around all the time. Thus, 
the caregiver became as home-bound as the p a t i e n t . This 
responsibility of being available was sometimes related to the 
technological aspect of care such as monitoring and fixing a 
medical d e v i c e . The study also revealed that even when other 
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family m e m b e r s were available, the primary caregivers did not 
p e r c e i v e it as a r e l i e f . They conveyed concern that no one, 
else can p r o v i d e the same quality of care. The findings 
showed that the commitment of being available all the time had 
a close link w i t h caregiving stress. This study sheds light 
in the context of caregiving journey, and suggested several 
topics, e.g., responsibility, isolation, and commitment, for 
future s t u d i e s . A n attempt to holistically examine the 
caregiving experience was m a d e . 
Kasper et a l . (1994) had interviewed 1,412 p r i m a r y 
caregivers of d i s a b l e d elders to identify factors in ending 
c a r e g i v i n g . They found that inability to leave the care-
recipient alone was one of the caregiver role responsibilities 
that was p o s i t i v e l y correlated with ending caregiving. As a 
result of long hours of caregiving, the caregivers had limited 
free time for themselves and a restricted social life. A l l 
these factors increased the likelihood of ending caregiving. 
The findings of this study, however, should be viewed with 
caution since only a small number of people (5.4%) in the 
study sample had ended caregiving 3 months after the initial 
interview. The retrospective reports about the caregiving 
experience were obtained from only these 5.4% of subjects. 
Thus, there m a y be bias in the recall of caregiving 
experiences as either better or w o r s e . Nevertheless, ending 
caregiving was an important behavioural outcome for 
investigation. Health care programs would benefit from 
understanding risk profiles of caregivers, and effective 
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interventions to sustain caregiving relationship would be 
d e v e l o p e d . 一 
In a study conducted by Ngan and Cheng (1992), the 
authors suggested that a caring dilemma was emerging in which 
Hong Kong caregivers felt obliged to care but w a n t e d at least 
some short term relief from their caring b u r d e n s . It showed 
that one m a j o r concern of Hong Kong caregivers was to recover 
personal time due to long hours of caregiving. 
Intrapersonal task： U n c e r t a i n t y 
Families are impacted by the uncertainty related to the 
patients p r o g n o s i s , the outcomes of the disease recurrence or 
treatment, and the patient's vulnerability to the disease and 
treatment. The family's psychological stability over the 
cancer situation is threatened. 
In Gotay's (1984) study, the fear of the cancer diagnosis 
and its p r o g r e s s i o n or recurrence was the most frequently 
cited p r o b l e m for both the patients and their mates in both 
the early stage (n=42) and advanced stage (n=31) of cancer. A 
case interview m e t h o d was used in this descriptive, two-group 
designed study. Gotay found that 35% of 20 mates of patients 
in late stage cancer were concerned about the p o t e n t i a l death 
of the p a t i e n t s . The author suggested that families‘ fear of 
the patients‘ prognosis, including the patients‘ death and 
dying, heightened emotional vulnerability in the family. 
However, Gotay reported that the 32% refusal rate for spouses 
of patients m a y have led to a sampling bias and thus affected 
the ability to generalise the results. 
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A longitudinal qualitative study was conducted by Hull 
(1991) to explore 10 families‘ perceptions of their , 
interactions w i t h the hospice nurses over the course of their 
caring e x p e r i e n c e . Semi-structured interviews and participant 
observations that were conducted biweekly allowed for 
observation of caregiving within the context in w h i c h it 
o c c u r r e d . The study revealed that although many women felt 
their p r e v i o u s roles as daughters, w i v e s , and mothers had 
p r e p a r e d them somewhat for this caregiving role, the 
experience of caring for a dying relative was new to them, as 
w e l l as to the male caregivers. As a result, this.new 
experience m a y have produced a high degree of uncertainty that 
was a source of stress for these families. In particular, 
they were unsure how to perform direct patient care, how to 
relieve distressing symptoms, how to manage sudden changes in 
patient‘s condition, what the death would be like, and when 
their relatives w o u l d die. Because of its longitudinal 
design, this study was able to identify the changes of 
caregiver‘s circumstances on all aspects of caregiving 
experience over a period of time. 
In Chekryn‘s (1984) semi-structured interviews of 10 
spouses of patients with recurrent advanced cancer, 
uncertainty was a constant part of their reality and revolved 
around the future, the patient‘s survival, and treatment 
outcomes. In addition, spouses experienced feelings of anger 
related to the unknown disease trajectory. Moreover, closely 
related to uncertainty in Chekryn‘s study was the marital 
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partners‘ e x p e r i e n c e of p r o b l e m s a s s o c i a t e d w i t h the level of 
i n t i m a c y . T h e y h a d e x p e c t e d cure or r e m i s s i o n and w e r e 
r e p e a t e d l y s h o c k e d w h e n t h e y learned the c a n c e r h a d r e c u r r e d . 
The r e p o r t e d i n c r e a s e d level of m a r i t a l t e n s i o n in this study 
w a s d e s c r i b e d to be a t t r i b u t a b l e to the c a n c e r ' s r e c u r r e n c e . 
H o w e v e r , b e c a u s e of the s i n g l e - g r o u p d e s i g n , it is d i f f i c u l t 
to c o n f i r m w h e t h e r the m a r i t a l t e n s i o n was due to the c a n c e r 
r e c u r r e n c e or p r i o r i n s t a b i l i t y in the couple‘s m a r i t a l 
e x p e r i e n c e . 
M o r e o v e r , Stetz‘s (1989) i n t e r v i e w s of 65 s p o u s a l 
c a r e g i v e r s of p a t i e n t s w i t h a d v a n c e d cancer i n d i c a t e d that a 
h i g h level of u n c e r t a i n t y w a s n e g a t i v e l y a s s o c i a t e d w i t h 
caregiver‘s h e a l t h . C r o s s - s e c t i o n a l data w e r e o b t a i n e d from 
i n t e r v i e w s a n d c a r e g i v e r u n c e r t a i n t y w a s m e a s u r e d b y a 
c o m b i n e d scale： the U n p r e d i c t a b i l i t y and Lack of I n f o r m a t i o n 
s u b s c a l e s of the M i s h e l U n c e r t a i n t y in Illness Scale (MUIS) 
(Mishel, 1981)； the p r e d i c t a b i l i t y subscale of the Lewis 
C o h e r e n c e 40 Scale (Lewis, 1984)； and a C o n t r o l l a b i l i t y of 
S y m p t o m s Scale d e v e l o p e d b y the r e s e a r c h e r . Stetz 
h y p o t h e s i s e d that the g r e a t e r the p e r c e i v e d d i f f i c u l t y in 
p e r f o r m i n g p h y s i c a l a c t i v i t i e s , role a d j u s t m e n t and illness 
u n c e r t a i n t y , the p o o r e r the e v a l u a t i o n of g e n e r a l h e a l t h . 
C o n t r a r y to h e r h y p o t h e s i s , it was found that c a r e g i v e r 
u n c e r t a i n t y w a s the o n l y d i m e n s i o n in c a r e g i v e r d e m a n d that 
s i g n i f i c a n t l y p r e d i c t e d the c a r e g i v e r ' s o v e r a l l h e a l t h . Stetz 
(1989) s u g g e s t e d the n e e d for n u r s i n g i n t e r v e n t i o n to assist 
c a r e g i v e r s to cope w i t h their r o l e s . H o w e v e r , g e n e r a l i s a t i o n 
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of the study findings is limited by its cross-sectional design 
and p u r p o s i v e sampling technique. In addition, some of the 
instruments u s e d to measure study concepts were developed by 
the r e s e a r c h e r , such as Role Alteration Scale, Symptoms 
Subscale, and Caregiver Demands Scale, require further 
v a l i d a t i o n . N e v e r t h e l e s s , uncertainty was found to be a 
significant element of caregiving experience in this study. 
Intrapersonal Task： Finances 
For most families experiencing the late stage of cancer 
illness, only a small percentage of caregiver respondents in 
some of the reviewed studies reported to have financial 
p r e s s u r e . Grobe (1982) in his descriptive interview survey of 
51 caregivers documented that 50% of caregivers of advanced 
cancer patients and only 21% of caregivers of deceased cancer 
patients expressed a need for financial assistance. Gotay 
(1984) found that 23.8% of the patients, but only 5.2% of 
their spouses, reported concern over the effect of illness on 
the patient‘s job in the interview of 39 spouses and 73 cancer 
p a t i e n t s . In Hinds‘ (1985) study of 83 families caring for 
patients w i t h cancer at home, thirteen (16%) families reported 
requiring financial assistance. Families in this study were 
selected from a stratified random sampling of patients who 
were receiving treatment at a Canadian cancer clinic. 
Families were interviewed in their home. Data was collected 
from a single interview and descriptive statistics were used 
to summarise the data. Of these thirteen families, seven 
(54%) received the needed help from other family members. 
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obtained bank loans or became welfare recipients. Four (31%) 
said they were just living from day to day. A l t h o u g h it would 
appear that inadequate finances did not constitute a strain 
for m a n y of the participating families, indirect costs may 
have curtailed their lifestyle as revealed from the study. 
W e e k s (1995) in a study of the educational needs of 
p r o s p e c t i v e family caregivers of newly disabled adults 
captured the concerns of 83 individuals who were going to 
assume a new caregiver role. Results indicated that these 
families were highly concerned about the financial aspects of 
caregiving such as maintaining or gaining up-to-date knowledge 
of payment m e c h a n i s m s for services. However, as reported by 
the author, this result was confounded by many factors. For 
example, data was collected at various times/days over a 3-
m o n t h p e r i o d . Some caregivers completed the questionnaire on 
their own but some insisted the researcher to read the items 
for them. N e v e r t h e l e s s , this research highlighted the 
caregiver financial needs that should be addressed in 
discharge p l a n n i n g . 
Another study of Chinese families caring for frail 
elderly found that added financial strain in relation to 
buying medical aids and daily necessities was a particular 
problem in Hong Kong which lacks pensions and social security 
for the sick (Ngan and Cheng, 1992)• Thus, financial strain 
on Hong Kong families with cancer patients may be a 
significant variable related to stress. 
Intrapersonal Task： Existential Concerns and Meaning of Cancer 
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E x i s t e n t i a l concerns relate to the meaning and purpose of 
life and d e a t h and create the issue of personal v u l n e r a b i l i t y 
for each family m e m b e r . Stetz (1989) in her study of 65 
caregivers of p e r s o n s with advanced cancer, suggested that a 
stronger sense of purpose in life is positively associated 
w i t h p e r c e i v e d h e a l t h . The 3-item Purpose Subscale of the 
Lewis Coherence 40 Scale (Lewis, 1984) was used to measure the 
spouse‘s sense of m e a n i n g attributed to the caring experience. 
Male caregivers were found to have a lower sense of purpose of 
life as compared to female caregivers. Stetz (1989) also 
p r o p o s e d that caregivers whose spouses were p r o g r e s s i v e l y 
deteriorating m a y have experienced a diminishing purpose of 
life. 
In Germino‘s study (1984) of 90 family members using 
structured, m a i l survey questionnaires, the most frequently 
occurring concern for the adult child of a diagnosed cancer 
patient was the child's queries of the meaning of life. In 
addition, b o t h the spouses and children highly ranked the life 
and death concern although the patients themselves ranked this 
concern much lower. Despite the emphasis on the importance of 
open-communication about death in the literature, 61% of the 
widows of cancer patients in Vachon‘s (1977) two-group 
designed study claimed that they never discussed with anyone 
the p o s s i b i l i t y of their husbands dying from the cancer 
illness. Vachon‘s study also offers one example of a 
comparative study. The author found that the cancer widows 
felt powerless in coping with the partner's illness. In 
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contrast, w i d o w s of chronic cardiovascular disease patients 
felt they were m u c h more active participants in the control of 
their h u s b a n d s ' illnesses. The author documented that cancer, 
more so than cardiovascular disease, negatively influenced the 
w e l l - b e i n g of the patient‘s wi d o w s . Disease type can 
therefore be examined as a potential factor influencing 
response. 
Berman and W a n d e r s o n (1990) pointed out that patients and 
families feared cancer only second to A I D S . Cancer m a y equal 
death in the general p o p u l a t i o n . In addition, cancer means 
suffering for m a n y cancer patients and family m e m b e r s . 
Suffering is a private life experience of a whole person and 
unique to each individual {Kahn and Steeves, 1995)• Sources 
of suffering are countless but include the potential loss of 
life and loved o n e . On the other hand, Ferrel and Dean (1995) 
revealed that both family and patients found meaning in the 
understanding that they were part of a larger community of 
suffering. 
Melillo (1995) suggested that ethical conflicts also 
provoked further caregiving concerns. Family members have 
many unanswered ethical questions, for example, moral 
obligation, conflicts between caregiving responsibility and 
other commitments, difficulties with health care financing, 
and quality of care were identified as ethical issues. 
Interpersonal Ties： Supportive Services and Family Resources 
Family members of cancer patients often find supportive 
services as either inadequate or non-existent. This occurs 
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even w h e n the services are available and advertised. 
In Hinds‘ (1985) explorative study of the needs of 83 ^ 
families who care for patients with cancer at home, nineteen 
(23%) of the respondents knew of community services they could 
call on for assistance, but only seven (8%) of them had 
utilised these services. It may be that families were not 
aware help was available, or that they presumed their needs 
did not justify intervention. In the same study, there were 
other families (21%) who felt too tired to perform patient 
care due to lack of access to temporary relief (Hinds, 1985). 
It was interesting to note that the most well known services 
available were generally task oriented. The study results 
suggested that fresh approaches that included psychosocial 
services or family therapy might be needed to achieve the goal 
of family-focused care. 
DesRosier et al. (1992) described the experience of nine 
wives of husbands homebound with multiple sclerosis. 
Purposive sampling was used to achieve maximum variation in 
the age of the women and the disability level of their 
husbands. A naturalistic inquiry was designed using focus 
groups for data collection. Focus groups allow for the use of 
group interaction to produce data that would be less 
accessible without the interaction of group members (Morgan, 
1988). The study brought together homogenous participants who 
share similar life experiences. Focus group meetings were 
audiotaped and transcribed into textual data. Because of the 
social isolation created by their caregiving responsibilities, 
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these w o m e n d e p e n d e d on their disabled husbands for support. 
H o w e v e r , n e v e r having time away from the husband strained and 
threatened the m a r i t a l relationship. The subjects in this 
study found it n e c e s s a r y to have personal time and space away 
from their h u s b a n d s . They created space for themselves by 
setting apart a place in the home that was theirs or by 
declaring time out for themselves. 
The effect of family resources on the well being of 
caregiving families and the strain they experienced were 
examined in a sample of 65 families by Fink (1995). She 
concluded that the family internal resources and social 
resources w o u l d enhance the overall family well b e i n g . She 
also suggested that the process by which care was provided, 
rather than the amount of care, influenced family strain. 
In an exploration of perceptions of care and caregiving 
in Chinese families, Mackenzie and Holroyd (1995) reported 
that some Hong Kong caregivers felt bound to care so strongly 
that they tended to deny or object to any outside help 
available for their ill family m e m b e r s . In addition, in a 
study of over 500 families caring for a dependent member in 
Hong Kong, Yeung (1990) reported that the majority of these 
families had a support system of not more than four p e o p l e . 
This result suggests that the ties of co-residential kinship 
may be diminishing in Hong Kong. In conclusion, the 
caregiver‘s need for supportive services is evidenced because 
of the strong obligation to care and the changing kinship ties 
in most Hong Kong caregiving families. 
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I n t e r p e r s o n a l T i e s： A l t e r e d Role and L i f e s t y l e 
T h e r e is s u b s t a n t i a l e v i d e n c e that b o t h h o u s e h o l d roles 
a n d l i f e s t y l e of f a m i l y m e m b e r s are n e g a t i v e l y i m p a c t e d as a 
r e s u l t of the c a n c e r . In a d e s c r i p t i v e study of 19 spouses of 
e a r l y stage c a n c e r p a t i e n t s and 2 0 spouses of a d v a n c e d stage 
p a t i e n t s , G o t a y (1984) found that 20% of the s p o u s e s of 
a d v a n c e d stage c a n c e r p a t i e n t s r e p o r t e d p r o b l e m s w i t h 
r e s t r i c t e d a c t i v i t i e s and changes in l i f e s t y l e . 
M e l i l l o (1995) stated that there was a n e e d to e x a m i n e 
the impact of e m p l o y m e n t on c a r e g i v i n g b e c a u s e of the 
s i g n i f i c a n c e of w o r k a c t i v i t y in adult l i f e . She r e v e a l e d 
that c a r e g i v i n g e m p l o y e e s w e r e forced to reduce t h e i r w o r k 
h o u r s , s a c r i f i c e p a r t of their s a l a r y , m i s s m e e t i n g s and 
t r a i n i n g o p p o r t u n i t i e s , d e f e r p r o m o t i o n s , a p p l y for frequent 
leave of a b s e n c e , and m a k e o t h e r changes in c a r e e r to 
a c c o m m o d a t e t h e i r c a r e g i v i n g r e s p o n s i b i l i t i e s . 
M i d d l e - g e n e r a t i o n c a r e g i v e r role e x p e r i e n c e s of 106 w o m e n 
in the c o n t e x t of t h e i r o t h e r role e x p e r i e n c e as m o t h e r s and 
w i v e s w e r e i n v e s t i g a t e d b y Franks and Stephens (1992)• 
R e s p o n d e n t s w e r e p r i m a r y c a r e g i v e r s to o l d e r f a m i l y m e m b e r s 
and w e r e r e c r u i t e d from a v a r i e t y of sources i n c l u d i n g p u b l i c 
n o t i c e s and h o s p i t a l m e d i c a l records to reduce s a m p l i n g b i a s . 
T h e y w e r e a s k e d to a n s w e r a series of q u e s t i o n n a i r e s including 
role stress q u e s t i o n n a i r e , role a d e q u a c y q u e s t i o n n a i r e , rating 
of p h y s i c a l h e a l t h and B r a d b u r n affect b a l a n c e s c a l e . 
A n a l y s i s r e v e a l e d that d i f f e r e n t p a t t e r n s of role stress were 






(physical h e a l t h , positive and negative affect), and that the 
1 . 
I m o t h e r and wife roles contributed unique variance beyond the, 
j caregiver r o l e . For positive and negative affect, stress in 
1 
I the m o t h e r role contributed unique variance beyond that 
！ 
I contributed b y the caregiver role. For physical health, both 
m o t h e r and wife role stress were significant p r e d i c t o r s , 
whereas caregiver role stress was n o t . Much of the caregiver 
research has focused almost exclusively on the caregiver role 
and tended to overlook the importance of other role demands in 
determining the caregivers‘ well b e i n g . This study sheds 
light on the importance of examining the caregiving 
experiences w i t h i n a given caregiver role in the context of 
other family role experiences. 
There is evidence from the review of literature that both 
the family members and diagnosed patients‘ needs and 
perception of cancer experience are different from each other. 
Melillo (1995) suggested that perceptions of caregiver needs 
vary among c a r e g i v e r s . Germino‘s (1984) and G〇tay’s (1984) 
results revealed a wide range of priority concerns when 
comparing the views of the patients and their family m e m b e r s . 
For example, spouses and children ranked existential concerns 
among their top concerns but the patients ranked them much 
lower. 
Gotay's (1984) study also reported that women in the 
advanced stage of cancer were concerned about their restricted 
activities (54.8%), treatment side effects (54.8%) and 
family's future (41.9%). Mates in the advanced stage group, 
i i 
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on the other hand, reported considerably lower frequencies in 
these same categories. All the above studies highlighted the 
fact that family members did not prioritise the same concerns 
as patients. 
Wingate and Lackey's (1989) naturalistic study revealed 
that the three groups of subjects (patients, caregivers, and 
nurses) did not always demonstrate congruence in their 
expression of the needs of the patient or the caregiver. They 
concluded that nurses must assess clients‘ needs by seeking 
information from the primary source rather than from others 
who can only assume to know another need. 
In the study conducted by Stetz (1987) previously 
mentioned, findings revealed that male caregivers experienced 
greater difficulty in managing the household (52.6%), while 
female caregivers experienced greater difficulty in observing 
their ill mate experience physical symptoms (38.1%). The 
study results shed light on gender differences in caregiving 
demands and suggests that nurses need to be sensitive to these 
differences and facilitate appropriate resource acquisition. 
Stress Symptoms 
Individualis responses to stress, even to the same event, 
may be different and involve multiple mechanisms. These 
responses are also likely to be modified by individual 
characteristics. Manifestations of stress can be numerous. 
The physical manifestations of stress include symptoms such as 
fatigue, a sense of poor health, and psychosomatic complaints 
such as headaches, sleeplessness or gastrointestinal 
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disturbances (Miller, 1992). Psychological manifestations can 
be more subtle and difficult to identify. Symptoms include^ a 
p r o n e n e s s to a n g e r , emotional strain, depressed m o o d , a 
quickness to be irritated or frustrated (Miller, 1992)• 
Physical Symptoms 
A sample of 248 caregivers of cancer p a t i e n t s , 
p a r t i c i p a t i n g in a family home care study, were surveyed 
regarding fatigue related to their caregiving roles (Jensen 
and Given, 1991). The instruments used included a shortened 
adaptation of the Piper's Fatigue Self-Report Scale and the 
nine-item Impact on Schedule subscale. No relationship was 
found b e t w e e n severity of fatigue and caregiver's age, 
employment status, the number of hours of daily caregiving, or 
the duration of caregiving. However, as the caregiver's 
schedule became increasingly burdensome, the fatigue 
experienced by the caregiver also became greater. The authors 
suggested that nurses must recognise and develop strategies to 
relieve fatigue among caregivers. Greater understanding of 
caregiver fatigue necessitates longitudinal assessment to 
identify the effect when caregiving responsibility changes or 
when death of the patient occurs. In addition, fatigue can be 
a result of other role responsibilities instead of caregiving. 
Therefore, fatigue in the noncaregiver family members must 
also be compared with caregiver fatigue so that health care 
professionals could get a more informed account of this area. 
In their pilot study of 15 primary caregivers of cancer 
patients, Googe and Varrichio (1981) found that 53% of 
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respondents e x p e r i e n c e d sleep loss or unsatisfactory health 
because of direct patient care. The study used a single grpup 
research to m e a s u r e financial difficulty, unsatisfactory 
health of the caregivers, needs for assistance at home and 
sleep loss. H o w e v e r , the staging of disease and description 
of p a t i e n t s were not specified. In Holing's (1983) study of 
14 w i d o w e d caregivers of patients who had died of lung and 
prostatic cancer, a single-group description design was used 
with case intensive interview technique. Findings revealed 
that 42.9% of the w i d o w e d caregivers had experienced physical 
symptoms in p r o v i d i n g direct patient care. Both of the above 
two studies, Holing's (1983) and Googe and Varrichio's (1981), 
focused on caregiver's responses in providing physical care. 
A n d both of them were limited by their single-group design. 
H o w e v e r , Vachon‘s (1977) two-group design in the study of 
cancer widows offered an example of a comparative design using 
case intensive interview m e t h o d . Studying 73 cancer widows 
one to two months after the death of their spouses, Vachon 
(1977) documented that over one-third (34%) of the cancer 
widows compared to only 19% of the other widows stated that 
they were in poor health. Eighty-one percent of the widows 
rated the p e r i o d of the final illness as extremely stressful. 
Comparing responses to a control group of widows of chronic 
cardiovascular disease patients, 38% of the cancer spouses, in 
contrast with only 23% of the control group widows, stated 
they felt worse 1 and 2 months after their spouses‘ death than 
they had at the time of their spouses‘ death. 
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Psycholocfical Symptoms 
E m o t i o n a l tension occurs in the early diagnostic and 
treatment p e r i o d as well as in the terminal stage of the 
d i s e a s e . In an explorative study of 40 wives who acknowledged 
experiencing coping difficulties in caring for their husbands 
with cancer, findings revealed that emotional difficulties 
o v e r w h e l m e d the m a j o r i t y of respondents (Kalayjian, 1989)• 
The qualitative analysis made use of data derived from answers 
to open-ended questions by the interview m e t h o d . Feeling of 
loneliness, h e l p l e s s n e s s , and depression resulting from the 
forced adaptation of the decision maker's role were shared by 
m a n y r e s p o n d e n t s . Of those experiencing depression, the 
m a j o r i t y (75%) were u n e m p l o y e d . Of those experiencing 
loneliness, lack of social support was emphasised. The study 
highlights the importance of viewing spouses of cancer 
patients as a unique system in need of individualized 
therapeutic support. It was also recommended that supportive 
group sessions be available to spouses. 
A n o t h e r study conducted by Spaid and Barusch (1994) 
revealed the emotional responses of spousal caregivers. They 
interviewed 131 elder spouse caregivers and found that 
emotional responses of caregivers varied depending on the 
nature of the previous and current relationship with the 
p a t i e n t . A n g e r was especially prevalent for those whose 
spousal relationship had not previously been satisfied. On 
the other hand, grief and guilt were more dominant for those 
who previously had a close relationship but this closeness 
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could not be m a i n t a i n e d during the course of caregiving. This 
study sheds light on the impact of closeness between 
caregivers and p a t i e n t s on the emotional responses of 
caregivers and caregiving b u r d e n . H o w e v e r , the 
interpretations of findings were limited by its one-time 
interview m e t h o d . The causal nature of the relationship 
b e t w e e n closeness and feeling of burden remained u n c l e a r . 
Since these two v a r i a b l e s might operate simultaneously and be 
m u t u a l l y d e p e n d e n t . 
Besides spousal caregivers, emotional strain also exists 
in other family caregivers of terminal cancer p a t i e n t s . 
Grobe‘s and co-workers‘ (1982) descriptive study found that 
46% of family members of terminal cancer patients and 52% of 
members of d e c e a s e d patients expressed a personal need of 
emotional s u p p o r t . In the same study, about 50% of caregivers 
expressed the need for family respite care. In addition, 
Holing (1983) p r o p o s e d that emotional tension of caregivers is 
often associated w i t h their experience of seeing the patient 
suffer. In a single-group study exploring 14 p r i m a r y 
caregivers‘ perceptions of the most important events in the 
terminal phase of cancer, Holing (1983) found that 42.9% of 
the respondents experienced emotional strain with continually 
seeing the patient struggle with the illness. Thus, the 
caregiver's emotional strain and need for emotional support 
was shown and found to be an important concern in much of the 
caregiver r e s e a r c h . 
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Summary 
A review of empirical literature on caregiver stress -
indicates increases in self reported increases in psychiatric 
problem among most caregivers when compared to population 
norms or appropriate control groups (Schulz et al., 1990； 
Holing, 1983； Kalayjian, 1989; Spaid and Barusch, 1994). 
Studies of physical health effect also suggest increased 
vulnerability to physical symptoms among caregivers (Jensen 
and Given, 1991; Holing, 1983; Googe and Varrichio, 1981). As 
revealed by Melillo and Futrell (1995), caregivers often are 
the hidden patients and a comprehensive health assessment is 
necessary for the caregivers as well as for the patients. It 
is concluded that caregivers are a group at risk of both 
physical and psychological problems. In light of the 
transactional model of stress proposed by Nolan et al. (1990), 
it is not the actual but the perceived difficulty of 
caregiving that associated with the higher level of stress. 
The caregiver‘s concerns of some common caregiver tasks, e.g., 
being available, physical care to the patient, resolving 
uncertainty, altered role and lifestyle, finances, supportive 
services and family resources, and existential concerns, were 
discussed. Moreover, the major concerns of Hong Kong Chinese 
caregiving families were highlighted as physical care, 
financial strain, and support services. The need for further 
research about the family caregivers of terminal cancer 
patients has been shown. To date no such study has been 
conducted in Hong Kong. Therefore, this study was designed to 
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I V 
serve as a b e g i n n i n g of understanding the Hong Kong family 
caregivers‘ responses to their stressful caregiving experience 














Aim of the Study 
The aim of this study was to understand the relationship 
of p e r c e i v e d s t r e s s , m e a s u r e d here as the reported d i f f i c u l t y 
in m a n a g i n g c a r e g i v e r tasks, and stress symptoms among family 
caregivers of terminal cancer patients in Hong K o n g . The 
results could then be used to facilitate health care 
p r o f e s s i o n a l s identifying influencing factors of caregiver 
stress and high risk g r o u p s . 
Research Objectives 
The r e s e a r c h obj ectives were to： 
1. assess the caregivers‘ perception of stress, m e a s u r e d here 
as the reported d i f f i c u l t y in managing caregiver tasks； 
2. assess the stress symptoms experienced b y caregivers； 
3. investigate the relationship between caregivers' reported 
d i f f i c u l t y in ma n a g i n g caregiver tasks and stress symptoms； 
4. investigate the differences in caregivers‘ reported 
d i f f i c u l t y in ma n a g i n g caregiver tasks and the experience 
of stress symptoms according to caregivers‘ 
demographic v a r i a b l e s , such as age, duration of care, 
educational level, gender, occupational status, and 
relationships w i t h patient； 
5. investigate the differences in caregivers' reported 
d i f f i c u l t y in mana g i n g caregiver tasks and the experience 
of stress symptoms according to patients‘ demographic 
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v a r i a b l e s , such as age, duration of illness, and m a r i t a l 
s t a t u s . 一 
Design 
The p r o p o s e d research was a n o n - e x p e r i m e n t a l 
q u a n t i t a t i v e i n v e s t i g a t i o n . A cross-sectional survey approach 
was employed b e c a u s e the change in variables over time was not 
an interest of this study. In order to explore the p e r c e i v e d 
stress and its impact on family caregivers of t e r m i n a l l y ill 
cancer p a t i e n t s , a descriptive correlational design was u s e d . 
Data was o b t a i n e d to investigate the relationships among 
v a r i a b l e s a s s o c i a t e d w i t h caregiver tasks and stress symptoms 
(e.g., h e a d a c h e , d e p r e s s i o n , indigestion, nervous b r e a k d o w n ) . 
While a c k n o w l e d g i n g that a correlational study does not infer 
causation, such design w i l l help health care professionals to 
identify risk factors of a health-related phenomena 
(Maclaughlin and M a r a s c u i l o , 1990). 
The survey m e t h o d using questionnaires raises m a n y 
m e t h o d o l o g i c a l limitations such as ambiguous meaning of 
language, questions that imply pre-existing assumptions and 
first leading questions that affect the subsequent responses 
of the.respondents (Burns and Grove, 1993). However, 
M a c l a u g h l i n and M a r a s c u i l o (1990) pointed out the advantages 
of questionnaires as follows： (1) it is less expensive than 
interview and requires less personal skill and time, (2) it 
provides a quite standardised stimulus environment and that 
the influence of interviewer or researcher is m i n i m u m , (3) it 
places less time pressure on the subject especially when the 
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topics are sensitive. In this particular study, subjects may 
have felt uncomfortable in disclosing their inner feelings and 
attitudes towards caregiver tasks to the interviewer verbally. 
In addition, it was the hospice policy that any non-staff 
researchers are not allowed to directly approach their clients 
so as to minimise disturbance. Thus, a questionnaire was seen 
to be more suitable and was chosen for use in this study. 
For data analysis, nonparametric statistical tests were 
used because they are suitable for the analysis of the ordinal 
level data in this study (Talbot, 1995)• Also according to 
Anderson, Sweeney, and Williams (1994), nonparametric tests 
are usually easier to apply, and make less unrealistic 
assumptions about the data. In addition, because of the small 
sample size in this study, nonparametric tests were most 
suitable. Details of various tests to be used in this study 
were reported in the section of data analysis. 
Sample 
A convenience sampling technique was used to recruit 
subjects in this study. Convenience sampling includes the use 
of most easily accessible members of the target population. 
Although convenience sampling is considered a weak approach 
because it provides little opportunity to control for biases, 
it is often used in nursing studies (Polit and Hungler, 1995)• 
Since hospice care is still in its development stage in Hong 
Kong, not many family caregivers of terminal cancer patients 
could be approached. Convenience sampling allows the 
researcher to identify as many available subjects as possible. 
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This m e t h o d is also inexpensive, easy to implement, and 
usua l l y requires less time to acquire samples. The sampling 
frame for this study was family caregivers who provid e d care 
for a terminal cancer patient at home in Hong Kong. 
While the sample consisted of 50 caregivers, demographic 
and illness data was also obtained about the p a t i e n t s . 
Participants were recruited from the home care program of a 
free standing and public-funded hospice in Hong K o n g . 
Caregivers were defined in this study as adults who had 
assumed p r i m a r y responsibility for the physical, psychological 
and societal care of a family m e m b e r . The family member being 
cared for was one who had a diagnosis consistent with terminal 
cancer as indicated in the medical records, and was not able 
to meet his or her own needs. No active medical treatment was 
available for the pa t i e n t s . Criteria for inclusion in this 
study sample were: (1) they are adults； (2) they have had at 
least w e e k l y caregiving responsibility for more than two 
months； (3) they could read at a primary level or higher 
although attending a formal primary school was not required. 
Only one caregiver would be included for each family. 
Instruments 
Questionnaires were used to obtain information of both 
the patients and their primary caregivers. The patients‘ 
demographic information were collected from the patients‘ case 
notes in the home care chart by the home care nurses. The 
caregivers‘ data were collected from each caregiver through 
the completion of a three-part instrument, which included the 
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caregiver‘s pr o f i l e (demographic v a r i a b l e s ) , the forty-five 
caregiver tasks d e l i n e a t e d by Clark and Rakowski (Clark and 
R a k o w s k i , 1983), and Rutter's Malaise Inventory (Rutter et 
al., 1970 a , b ) . 
Patients‘ Demog r a p h i c Information 
Patients‘ data was obtained from the patients‘ case notes 
and included details of age, gender, marital status, medical 
diagnosis, and duration of illness, which was recorded in an 
open-ended format (Appendix 工 工 ) • 
Caregivers‘ Demographic Information 
Caregivers‘ data included relationship to the p a t i e n t , 
age, g e n d e r , m a r i t a l status, education, employment status and 
duration of caregiving, which was recorded in an open-ended 
format (Appendix IV). 
Caregiver Tasks 
Caregiver tasks were assessed by an inventory developed 
by Clark and Rakowski (1983) which consists of forty-five 
caregiver t a s k s . This was developed from a summary of 
caregiver tasks reported by family members based on at least 
nineteen empirical studies, reviews, and service program 
reports. The categorisation of those tasks was derived by 
gathering apparent points of agreement in individual research 
studies, review p a p e r s , and reports of education and support 
programs by the authors. Those studies permitted 
identification of points of consensus regarding major tasks 
faced by a caregiver. If a caregiving task was mentioned by 
one or more authors and not argued by another author, it was 
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considered acceptable and agreeable (Clark and Rakowski, 
1983), and was included in the inventory. , 
The compiled list of 45 caregiver tasks were grouped into 
three broad areas by Clark and Rakowski (1983) ： (1) direct 
care of the patient (e.g., be available when needed, provide 
j 
i structure for care-receiver's daily activities) which included 
item 1 to item 14 of Appendix V； (2) intrapersonal tasks of 
j the caregivers (e.g., readjust personal routine, resolve 
:) 
uncertainty about one‘s skills as a caregiver) which included 
\ item 15 to item 33 of Appendix V； and (3) interpersonal ties 
j 
i with other family members and societal networks (e.g., cope 
I with the loss/restriction of family future plan, and interact 
with medical and social service professionals) which included 
1 
item 34 to item 45 of Appendix V . The tasks and the 
categories seem to be logical groupings at least on the basis 
of face validity (Clark and Rakowski, 1983). However, these 
I sub-scales have not yet been verified by a factor analysis in 
i previous studies. Thus, the items listed in the scale are 
presently subject to empirical verification and refinement 
I since no further measures of validity have been conducted. 
Caregivers were asked to rate the level of difficulty in 
managing the tasks according to whether the tasks were "not 
difficult", "difficult", or "extremely difficult" on a 3-point 
Likert scale (1-3)• Higher scores reflected greater difficulty 
i 
in managing the caregiver task (Appendix V)• 
It was noted that the inventory had been used by Killeen 
(1990) in her study of the influence of stress and coping on 
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family caregivers‘ percep t i o n of health as an instrument to 
measure the amount of care given to frail elders, but the , 
reliability and v a l i d i t y of the instrument were not 
d o c u m e n t e d . 
This instrument was chosen for this study because it is 
quite comprehensive and covers most of the caregiver aspects 
as p r e v i o u s l y reviewed from the literature. In this study, 
the high Cronbach‘s coefficient alpha .86 indicated a high 
degree of internal consistency in response to the items. The 
direct care sub-scale obtained an alpha of .67, intrapersonal 
tasks sub-scale obtained an alpha of .81, and interpersonal 
ties sub-scale obtained an alpha of .77. 
Stress Symptoms 
The m a n i f e s t a t i o n s of stress were measured b y Rutter's 
Malaise Inventory (Rutter et al., 1970 a,b) which has been 
frequently used to measure levels of stress among those who 
care for people w i t h dependency needs (Grant et al., 1990; 
Grant and N o l a n , 1993). The inventory consists of 24 items of 
stress symptoms and two sub-scales, that are the physical 
symptoms and psychological symptoms. The physical sub-scale 
included items 2, 4, 11, 17, 18, 21, 22, & 23 of A p p e n d i x V I . 
The psychological sub-scale included items 1, 3, 5, 6, 1_ 8, 
9, 10, 12, 13, 14, 15, 16, 19, & 20 of A p p e n d i x V I . Item 24 
was considered peripheral by the original authors and did not 
fall into any sub-scale. As a clinician, Rutter proposed 
that individuals (mothers of families with psychiatric 
disorders) scoring affirmatively on five or more of the 
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twenty-four items on the inventory were considered to be at 
risk of emotional disturbance (Rutter et al., 1970 a,b). But 
this study was not bound by this proposal since the type of 
subject was different from Rutter's study (1970 a'b). Prior 
research based on grounds of internal consistency, content 
validity, and analysis of construct validity, suggests the 
existence of two valid dimensions or sub-scales to the Malaise 
Inventory (Grant et al., 1990). Their study findings and the 
obtained Cronbach's alpha coefficient of .82 suggest that the 
inventory is internally consistent. In addition, in the 
current study, the psychological symptoms sub-scale had an 
alpha of .77. The physical symptoms sub-scale had an alpha of 
.63, and the total scale had an alpha of .54. All indicate a 
moderate to high degree of internal consistency. 
Respondents in this study were asked whether they often 
experienced the symptoms reflected in the individual items, 
and to respond "no" (1) or "yes" (2)• If the answer was 
"n〇", they were to circle 1. If the answer was "yes", they 
were to circle 2. In the analysis of data, answer "no“ was 
recoded as "0" and answer "yes" was recoded as “1“. Higher 
scores reflected a greater number of symptoms they had 
experienced (see appendix V I ) . 
Translation of Instruments 
The original English instruments were translated into 
Chinese by the researcher. The two translated instruments 
were then pretested for clarity and understanding by five 
nurse educators and four home care nurses who would 
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participate in the distribution of questionnaire to sample. 
Both the English and Chinese versions were given to them for 
comments, but no revisions or changes were made. Then the 
Chinese versions were completed by ten subjects who met the 
study criteria. All of them reported no difficulty in 
understanding the instruments. No amendment of the translated 
instruments were made (Appendix V I I ) . 
Data Collection Procedure 
Initial permission to conduct the study was granted by 
the hospice in early 1993. However, the actual collection of 
data was started in December 1994 due to turn-over of senior 
staff in the hospice and the heavy workload of the front-line 
nurses. 
The researcher fully briefed four experienced home care 
nurses on the nature and purpose of the study and procedures 
for data collection. As previously mentioned because the 
hospice policy did not allow any non-staff researcher to 
approach the client directly, home care nurses were asked to 
assist in the distribution and collection of questionnaires. 
Prospective participants were contacted in person by the home 
care nurse to explain the purpose of the study, a description 
of their responsibilities and their rights as participants 
(Appendix 工 工 工 ) • After obtaining written informed consent 
(Appendix 1) from potential subjects, the home care nurses 
then distributed the instruments to the sample of caregivers 
and introduced the study by explaining the instruments one by 
one. The same nurses collected the instruments one week 
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later. Nurses informed the subjects that they could be 
contacted if the subjects had any difficulty completing t h e , 
instruments. The data collection process was completed in 
about two months since the maximum number of patients that a 
nurse could approach was about six per month due to the 
hospice policy and their work load. 
Ethical Consideration 
This study was a non-invasive study in which the physical 
and emotional integrity of the participants was protected. 
Verbal approval from the Ethics Committee of the Faculty of 
Medicine at the Chinese University and the hospice was 
obtained prior to the commencement of the study. Informed 
consent was obtained from all participants using a consent 
form (Appendix I). Prior to data collection, participant 
rights were explained. The participants were assured that all 
measures outlined on the consent to ensure anonymity and 
confidentiality would be followed strictly. 
Data Analysis 
All data analyses were computed using SPSS-PC Windows 
version 6.0. and the main statistical tests were as follows； 
1. Descriptive statistics including frequency count, means, 
standard deviations, and percentages, were used to identify 
demographic characteristics of the caregivers and patients, 
the reported difficulty of caregiver tasks, and stress 
symptoms. Such analyses will facilitate the researcher 
gaining insight and understanding of the meaning of the data 
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o b t a i n e d (Talbot, 1995)• 
2 . The p s y c h o l o g i c a l and p h y s i c a l s u b - s c a l e s r e p r e s e n t two , 
m e a s u r e s of the same s a m p l e . D i f f e r e n c e s in these m e a s u r e s 
w e r e c a l c u l a t e d u s i n g W i l c o x o n S i g n e d - R a n k s test for r e l a t e d 
s a m p l e s . The sign test is o f t e n the best n o n - p a r a m e t r i c 
a p p r o a c h to m e a s u r e s u b j e c t i v e c l i n i c a l v a r i a b l e s of two 
r e l a t e d sample (Portney and W a t k i n s , 1 9 9 3 ) . 
3. The s u b - s c a l e s of direct care to p a t i e n t , i n t r a p e r s o n a l 
t a s k s , and i n t e r p e r s o n a l t i e s , r e p r e s e n t three m e a s u r e s of the 
same s a m p l e . D i f f e r e n c e s in these m e a s u r e s w e r e c a l c u l a t e d b y 
F r i e d m a n T w o - W a y A N O V A . The test is a p o w e r f u l a l t e r n a t i v e to 
the p a r a m e t r i c test for several r e l a t e d samples (Portney and 
W a t k i n s , 1 9 9 3 ) . 
4 . S p e a r m a n R a n k - O r d e r C o r r r e l a t i o n C o e f f i c i e n t s w e r e c a r r i e d 
out to i n v e s t i g a t e the r e l a t i o n s h i p b e t w e e n r e p o r t e d 
d i f f i c u l t y of c a r e g i v e r tasks and stress s y m p t o m s . The test 
is a p p r o p r i a t e for m e a s u r i n g the a s s o c i a t i o n b e t w e e n two 
v a r i a b l e s w i t h o r d i n a l data (Talbot, 1995) 
5. S p e a r m a n R a n k - O r d e r C o r r r e l a t i o n C o e f f i c i e n t s w e r e c a r r i e d 
out to i n v e s t i g a t e the r e l a t i o n s h i p b e t w e e n r e p o r t e d 
d i f f i c u l t y of c a r e g i v e r t a s k s , stress s y m p t o m s , caregivers‘ 
age, c a r e g i v e r s ' e d u c a t i o n a l level, and patients‘ ag e . 
6. The M a n n - W h i t n e y U test was u s e d to investigate the 
d i f f e r e n c e s in the r e p o r t e d d i f f i c u l t y of c a r e g i v e r tasks and 
stress symptoms a c c o r d i n g to other caregivers‘ dem o g r a p h i c 
v a r i a b l e s (which w e r e r e f o r m e d into two groups u n d e r each 
variable)： d u r a t i o n of care, g e n d e r , m a r i t a l status, 
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o c c u p a t i o n a l s t a t u s , a n d r e l a t i o n s h i p s w i t h p a t i e n t s . The 
test is o f t e n u s e d to i d e n t i f y d i f f e r e n c e s b e t w e e n two g r o u p s 
b a s e d on an a n a l y s i s of i n d e p e n d e n t samples (Talbot, 1995) • 
7. The M a n n - W h i t n e y U test w a s u s e d to i n v e s t i g a t e the 
d i f f e r e n c e s in the r e p o r t e d d i f f i c u l t y of c a r e g i v e r tasks and 
stress s y m p t o m s a c c o r d i n g to o t h e r patients‘ d e m o g r a p h i c 
v a r i a b l e s (which w e r e r e f o r m e d into two g r o u p s u n d e r e a c h 
variable)： d u r a t i o n of i l l n e s s , g e n d e r , and m a r i t a l s t a t u s . 
8. K r u s k a l - W a l l i s test w a s u s e d to i n v e s t i g a t e the d i f f e r e n c e s 
in r e p o r t e d d i f f i c u l t y of c a r e g i v e r task and stress s y m p t o m s . 
a c c o r d i n g to d i f f e r e n t types of c a n c e r . The test is o f t e n 
u s e d for m u l t i p l e g r o u p s a n a l y s i s in n o n - p a r a m e t r i c studies 
(Talbot, 1 9 9 5 ) . 
In this s t u d y , the smaller the level of s i g n i f i c a n c e (a), 
the m o r e s i g n i f i c a n t the f i n d i n g s . The s i g n i f i c a n c e level 
(a) of p < . 0 5 w a s a c c e p t e d for e s t a b l i s h i n g a s i g n i f i c a n t 
r e l a t i o n s h i p in terms of S p e a r m a n R a n k - O r d e r C o r r e l a t i o n 
C o e f f i c i e n t s , W i l c o x o n S i g n e d - R a n k s t e s t , F r i e d m a n T w o - W a y 
A N O V A , M a n n - W h i t n e y U t e s t , and K r u s k a l - W a l l i s t e s t . That is, 
if the p o s s i b i l i t y of no r e l a t i o n s h i p b e i n g true w a s less than 
.05, a s i g n i f i c a n t r e l a t i o n s h i p b e t w e e n v a r i a b l e s w o u l d be 
p r o j e c t e d . The r e s u l t s of all the above a n a l y s e s w e r e 





A total of 50 family caregivers who met the criteria for 
inclusion in the study sample agreed to participate in the 
study. However, 2 9 subjects returned questionnaires but 
completed questionnaires were received from only 26 subjects. 
All 50 family caregivers continued to be seen by the home care 
nurses and some of them gave reasons for not completing the 
questionrxaires such as "no time ‘ and "overloaded by other 
research projects‘. This yielded an overall response rate of 
52%. 
The majority of caregiver subjects were female (n=22, 
75.9%), married (n=21, 72.4%), unemployed (n=14, 48.3%) and 
had 6-11 months duration of caregiving experience (n=ll, 
37.9%). Most caregivers were either daughters (n=10, 34.5%) 
or wives (n=9, 31%) of patients. The caregivers‘ ages ranged 
from 29 to 84 years with a mean of 50.8. Their educational 
level in terms of years ranged from 0 to over 18 with a mean 
of 7 years of education. Details of caregivers‘ demographic 
characteristics are shown in Table 1. 
Patients‘ Characteristics 
The majority of patients were male (n=16, 55.17%) and 
married (n=26, 89.65%). Their ages ranged from 15 to 88 years 
with a mean of 64.2. Eleven patients (37.9%) had cancer in 
the respiratory system and another eleven patients (37.9%) in 
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the g a s t r o i n t e s t i n a l s y s t e m . The m a j o r i t y had h a d 6 to 24 
m o n t h s of d u r a t i o n of illness (n=14, 48.2%) and o n l y one , 
p a t i e n t h a d o v e r 5 y e a r s of d u r a t i o n of i l l n e s s . D e t a i l s of 
the patients‘ d e m o g r a p h i c c h a r a c t e r i s t i c s are shown in Table 
2 . 
T a b l e 1 
Caregivers‘ c h a r a c t e r i s t i c s (N=29) 
C h a r a c t e r i s t i c s n % 
Gender： M a l e 7 24.1 
F e m a l e 22 75.9 
D u r a t i o n of caregiving： 1-5 m o n t h s 5 11. 2 
6-11 m o n t h s 11 37.9 
12-24 m o n t h s 5 17.2 
over 2 y e a r s 6 20.7 
over 5 y e a r s 2 6 . 9 
M a r i t a l Status： single S 20.7 
m a r r i e d 21 72.4 
w i d o w 1 3 • 4 
m i s s i n g 1 3.4 
O c c u p a t i o n a l Status： u n e m p l o y e d 14 48.3 
full-time 12 41.4 
p a r t - t i m e 3 10.3 
R e l a t i o n s h i p w i t h patient： wife 9 31.0 
h u s b a n d 5 17.2 
d a u g h t e r 10 34.5 
son 3 10.3 




Patients‘ characteristics (N=29) ‘ 
Characteristics n % 
Duration of Illness: 1-5 months 2 6.9 
6-11 months 7 24.1 
12-24 months 7 24.1 
over 2 years 4 13.8 
over 5 years 1 3.4 
missing data 8 27.6 
Cancer Types: respiratory system 11 3 7.9 
gastrointestinal system 11 37.9 
reproductive system 3 10.3 
neurological system 3 10.3 
missing data 1 3.4 
Marital Status： single 1 3.4 
married 26 89.7 
widow 2 6.9 
Gender： male 16 55.2 
female 13 44.8 
Caregiver Tasks 
Caregiver tasks were measured with an inventory developed 
by Clark and Rakowski (1983). Twenty-nine caregivers 
completed this instrument. The majority of the respondents 
answered "not difficult" and "difficult" to the items. 
Frequencies of the three commonly answered "extremely 
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difficult" items are shown in Table 3, and of the three 
commonly a n s w e r e d "not difficult" items are shown in Table 4. 
Table 3 
Frequencies of the three commonly answered "extremely 
difficult" carecriver tasks 
Item f ^f 
Compensate for or recover personal time 9 31. 0 
(item 16) 
Maintain knowledge of reimbursement 6 20.7 
mechanisms (item 45) 
Emotionally accepted the likelihood of a 5 11.2 
progressive downward course (item 24) 
Table 4 
Frequencies of the three most commonlv answered "not 
difficult" caregiver tasks 
Item f ^f 
.____^ „g„.HV„r__G„g.-jg.E”jj;^ —€-y a£)Ou£ one's skills as a 25 86.0 
caregiver (item 31) 
Supervise p r e s c r i b e d treatment and general 22 75.9 
recommendations (item 2) 
Perform basic activity daily living (ADL) 21 72.4 
for the care-receiver (item 13) 
Irl order to measure differences among the reported levels 
of difficulty of the three categories of task, the score of 
each sub-scale was divided by the number of items, and 
analysed b y Friedman Two-Way A N O V A . It was found that 一 
intrapersonal tasks had a slightly higher mean but not 
significantly different from other tasks (x'= .71, P>.05). A 
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summary of the means and standard deviations of the three sub-
scales are shown in Table 5. -
Table 5 
Means and standard deviations of caregiver tasks sub-scales 
Variable X SD 
Direct care to patient (14 items) 1.56 .26 
Intrapersonal tasks (19 items) 1.60 .30 
Interpersonal ties (12 items) 1.58 .33 
Stress Symptoms 
Stress symptoms were measured with the Malaise Inventory 
developed by Rutter et al. (1970a, b) . Twenty-seven 
caregivers completed the items on physical stress symptoms, 
and twenty-six caregivers completed the items on psychological 
stress symptoms. The frequencies of the three most commonly 
answered "yes" items are shown in Table 6, and of the three 
most commonly answered "no“ items are shown in Table 7. 
Table 6 
Frequencies of the three most commonly answered "ves" stress 
symptoms items 
Item f %f 
™Do your feeI tired most of the time? 18 62.1 
(item 2) 
Do you often get worried about things? 17 58.6 
(item 5) 




Frequencies of the three most commonly answered “no“ stress 
symptoms items 
Item ~ f %f 
Do you w e a r yourself out worrying about 24 82 . 8 
your health? (item 8) 
Are you frightened of going out alone or 23 79 .3 
of meeting people? (item 15) 
Do you often had bad pains in your eyes? 23 79.3 
(item 22) 
All of the three items of the highest frequencies 2,5, 
and 14, were from the psychological sub-scale and represented 
psychological symptoms. Two of the items with the lowest 
frequencies, 8 and 15 were also from the psychological sub-
scale whereas the third item, 22, with low frequency, was from 
the physical sub-scale. 
The author of the Malaise Inventory proposed that 
individuals in their study (mothers of families with 
psychiatric disorders) who answered "yes" on 5 items or more 
of the twenty-four items on the inventory were considered at 
risk of emotional disturbance (Rutter et al., 1970 a,b). 
Although this study was not bound by this proposal, it was 
found that 17 out of 29 subjects had experienced more than 5 
symptoms in the inventory, indicating a high risk group for 
developing negative stress outcomes. 
In order to compare the caregivers‘ experiences of the 
number of psychological symptoms with physical symptoms, the 
score of each sub-scale (answered "no"=0, answered "yes"=l) 
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was divided by the number of items and then analysed by 
Wilcoxon Signed-Ranks test. It was found that caregivers had 
experienced significantly more psychological symptoms than 
physical symptoms (Z=-2.15, p<.05). Details of the means and 
standard deviations of each stress symptom sub-scale are shown 
in Table 8. 
Table 8 
Mean scores and standard deviations of psycholocrical symptoms 
and physical symptoms 
Variable 一 X ~ S D 
Psychological symptoms~(15 items) .36 Z22 
Physical symptoms (8 items) .24 .22 
Correlation among Stress Symptoms and Caregiver Tasks 
The Stress Symptoms Scale and its Sub-Scales 
Spearman Rank-Order Correlation Coefficients were used to 
investigate the relationship between the stress symptoms scale 
and its sub-scales. There was no significant relationship 
between the psychological and physical sub-scales (r^=.31, 
p>.05). However, both sub-scales were significantly and 
positively correlated with the total stress symptoms： between 
psychological symptoms and total stress symptoms (r^ =.90, 
p<.001), and between physical symptoms and total stress 
symptoms (r^ =.63, p<.001). 
The Caregiver Tasks Scale and its Sub-Scales 
Significant positive correlation were found between each 
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of the caregiver task sub-scales and the total tasks. The 
highest correlation was found between intrapersonal tasks and 
total tasks (r^ =.96, p<.001), indicating caregivers who 
reported higher difficulty in intrapersonal tasks had also 
reported higher difficulty in total caregiver tasks. Details 
of the correlation among sub-scales are shown in Table 9. 
Table 9 
Correlation amoncr caregiver tasks total scale and sub-scales 
一 _ T o t a l tasks Direct care Intrapersonal 
to patient tasks 
£ 互 £s £s 
Direct care to .86*** 
patient 
Intrapersonal .96*** .81*** 
tasks 
Interpersonal .83*** .55** .72*** 
ties 
Note： p<.05 * ~ p < . 0 1 **~p<.001 *** 
Stress Symptoms and Caregiver Tasks 
There was a significant, positive correlation between 
total caregiver tasks and total stress symptoms (r^=.64, 
p<.001). Between the sub-scales, the highest positive 
correlation was found between the intrapersonal tasks and 
psychological symptoms (r^=.69, p<.001), indicating that 
caregivers who reported greater difficulty in intrapersonal 
tasks had experienced more psychological symptoms. Details of 
the relationships are shown in Table 10. 
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Table 10 
Correlation amoncr stress symptoms and carecriver tasks total 
scales and sub-scales 
Psychological Physical Total Stress 
symptoms symptoms symptoms 
4 4 ^ 
Total tasks .64*** .44* . 64*** 
Direct care to .46* .32贴 .46* 
patient 
NS 
Intrapersonal . 69*** .35 .64*** 
tasks 
Interpersonal . 54** .40* .60*** 
ties • 
Note： p<.05 * p<.01 ** p<.001 *** NS: not significant 
Caregivers' Aqe, Education Level, Patients‘ Aqe, 
and Study Variables 
Carecfivers ‘ Acre, Education Level, and Carecriver Tasks 
A negative correlation was found between caregivers‘ age 
and education level (r^ =-.48, p<.01), indicating that those 
who were older had received less education. The caregivers‘ 
age was found to be significantly and negatively correlated 
with overall tasks (r^=-.3 8, p<.05), and with interpersonal 
ties (r^=-.39, p<.05). Thus, older caregivers reported less 
difficulty than younger caregivers in managing overall tasks 
and interpersonal ties. No relationship was found between 
caregivers‘ educational level and caregiver tasks. 
CareQivers‘ Age, Education Level, and Stress Symptoms 
The caregivers‘ education level was found to be 
':�. 
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s i g n i f i c a n t l y and n e g a t i v e l y correlated w i t h p s y c h o l o g i c a l 
symptoms (r^=-.41, p<.05) and total stress symptoms (r^=-.47, 
p < . 0 5 ) , indicating that caregivers who had less education had 
exp e r i e n c e d more p s y c h o l o g i c a l stress symptoms and overall 
s y m p t o m s . N o significant relationship was found b e t w e e n 
caregivers‘ age and stress symptoms. 
Patients ‘ A g e , Carecriver Tasks, and Stress Symptoms 
The patients‘ age was found to be significantly and 
ne g a t i v e l y c o r r e l a t e d w i t h reported d i f f i c u l t y in direct care 
to p a t i e n t s (r^=-.45, p < . 0 5 ) , in intrapersonal tasks (r^=-.53, 
p < . 0 1 ) , and in overall tasks (r^=-.49, p < . 0 1 ) . Thus, 
caregivers r e p o r t e d more d i f f i c u l t y in direct care to patient, 
intrapersonal tasks and overall tasks when the patient was 
y o u n g e r . N o significant correlation was found between 
patients‘ age and the caregivers‘ experience of stress 
symptoms. 
Other Caregivers‘ Demographic Variables and Study Variables 
Because of the small sample size, most caregivers‘ 
demographic v a r i a b l e s were reorganised into two groups as 
follows： m a r i t a l status: single and widow v s . married； 
duration of care： 1-24 months v s . over 24 months； occupational 
status： u n e m p l o y e d v s . full-time and part-time； and 
relationship w i t h patients： spouse v s . other relationships. 
M a n n - W h i t n e y tests indicated a significant difference in 
reported d i f f i c u l t y in managing caregiver tasks and stress 
symptoms between caregivers with different duration of 
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caregiving. Psychological and total symptoms were 
significantly lower (p<.05) as well as intrapersonal and tQtal 
tasks were significantly less difficult (p<.05) for those who 
had been providing care for more than two years. Details of 
the means, standard deviations, and significance levels are 
shown in Table 11. No other significant differences were 
found according to other caregivers‘ demographic 
characteristics. 
Table 11 
Duration of carecrivincf and psychological symptoms, total 
symptoms, intrapersonal tasks, and total tasks 
"Variable 1-24 months >24 months iviann-
Whitney 
U test 
™ ^ ^ ^ g 
Intrapersonal tasks 1.69 .34 1.34 .30 36.0* 
Total tasks 1.64 .30 1.36 .28 43.0* 
Psychological symptoms 6 . 57 2.81 2 .43 2 . 64 17.0** 
Total symptoms 9.11 4.27 3.57 2.51 19.5** 
Note : ~ P < . 0 5 * ~ p < . 0 1 * * ~ p < . 0 01 *** 一""""""*""^  
Other Patients‘ Demographic Variables and Study Variables 
Because of the small sample size, most patients‘ 
demographic variables were reorganised into two groups as 
follows： marital status： single and widow v s . married; and 
duration of illness: 1-14 months v s . over 24 months. Mann-
Whitney tests were done and no significant differences were 
found among caregivers of patients with different marital 
V 
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status, d u r a t i o n of illness and sex on the reported difficulty 
of caregiver tasks, and experience of stress symptoms. , 
Kruskal-Wallis test was used to determine if there were 
any significant differences in the reported difficulty of 
caregiver tasks and stress symptoms according to different 
types of c a n c e r . The results showed that there were no 
significant differences in the caregivers' responses to study 






This chapter will discuss the findings in relation to the 
caregivers‘ reported difficulty in managing caregiver tasks 
and their experiences of stress symptoms. Nursing 
implications will be integrated in the discussion of each 
finding. Cancer of one family member has the potential to 
have a devastating impact on the whole family. Specifically, 
the primary caregiver is at risk of developing physical and 
emotional illnesses as a result of caregiver tasks and stress. 
Also in light of the transactional model of stress described 
by Nolan et al. (1990), it is proposed that the caregiver‘s 
unique and individual perception of caregiver stress, measured 
here as the reported difficulty in managing caregiver tasks, 
could determine one‘s experience of caregiving. Such 
difficulties would affect the caregivers‘ well being which in 
this study was in terms of the number of stress symptoms they 
experienced. The findings of this study indicate that there 
was a significant relationship between perceived stress and 
well being among family caregivers of terminally ill cancer 
patients in Hong Kong. 
Caregiver Tasks 
Assessment of the caregivers‘ perception of stress was 
measured as the reported difficulty in managing caregiver 
tasks. The majority of respondents answered "not difficult" 
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or "difficult”， and r e l a t i v e l y less r e s p o n d e n t s a n s w e r e d 
"extremely d i f f i c u l t " , to the 45 caregiver t a s k s . , 
The m o s t d i f f i c u l t task found in this sample of 
c a r e g i v e r s w a s c o m p e n s a t i o n for or recovery of p e r s o n a l t i m e . 
This finding w a s c o n s i s t e n t w i t h p r e v i o u s studies (Boland and 
S i m s , 1996; J e n s e n and G i v e n , 1991; N g a n and C h e n g , 19 92; 
H a r p e r and L u n d , 1990; and Kasper et al., 1 9 9 4 ) . The reasons 
for the p e r c e p t i o n of extreme d i f f i c u l t y in this item m a y be 
as B l a n k and Sims (1996) revealed that caregiving was a 24-
hour c o m m i t m e n t . C a r e g i v e r s are likely to be fully occupied 
b y the i m m e d i a t e d a i l y tasks and have little time left for 
t h e m s e l v e s . The p a t i e n t m a y request the p r e s e n c e of the 
c a r e g i v e r all the time, and the caregiver can become almost as 
h o m e b o u n d as the p a t i e n t . As a result, the interactions 
b e t w e e n the c a r e g i v e r and others or the outside w o r l d are 
g r e a t l y l i m i t e d . 
The c a r e g i v e r m a y intentionally spend as m u c h time as 
p o s s i b l e w i t h the p a t i e n t . This is p a r t i c u l a r l y true for the 
caregivers of terminal cancer p a t i e n t s as the patients‘ lives 
m a y end in days or h o u r s . A l t h o u g h most caregivers in this 
study admitted that compensation for or recovery of p e r s o n a l 
time was e x t r e m e l y d i f f i c u l t , they might at the same time use 
this as a w a y of coping b y distracting them from thinking of 
other w o r s e c o n s e q u e n c e s , such as the dying of the p a t i e n t . 
This i n t e r p r e t a t i o n is supported b y Killeen‘s (1990) finding 
that g i v i n g up p e r s o n a l time was the dominant coping strategy 
u s e d b y the caregivers in dealing w i t h the caregiving d e m a n d s . 
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H o w e v e r , it w a s agreed b y H o l r o y d and L a z a r u s (1982) that 
g i v i n g up p e r s o n a l time in the long run m a y be d e t r i m e n t a l .to 
the caregiver‘s p h y s i c a l and emotional h e a l t h , as w e l l as 
social life. A s r e v e a l e d b y Jensen and Given (1991), long 
hours of d a i l y c a r e g i v i n g had a p o s i t i v e r e l a t i o n s h i p , 
a l t h o u g h not v e r y strong, w i t h the experience of f a t i g u e . 
Kasper et a l . (1994) also reported that limited free time 
w o u l d increase the risk of ending or having to give up the 
c a r e g i v i n g r o l e . T h e r e f o r e , it is important to assess and 
p r o m o t e the caregivers‘ need of compensation for or r e c o v e r y 
of p e r s o n a l time in the continuing nursing support to 
c a r e g i v i n g f a m i l y . 
The second e x t r e m e l y difficult task found in this study 
was to m a i n t a i n k n o w l e d g e of reimbursement m e c h a n i s m . This 
was consistent w i t h p r e v i o u s findings that the financial 
aspect of c a r e g i v i n g was a big concern for most caregivers 
(Weeks, 1995； N g a n and Cheng, 1992; Blank et al., 1989; & 
H i n d , 1985). Chow and Coward (1992) examined h o m e - b a s e d 
services in b o t h H o n g Kong and U n i t e d States and found that 
home care c r e a t e d added financial burden for family m e m b e r s . 
Some caregivers had to give up their job in part or full so as 
to care for the sick at h o m e . It was also noted that public 
funding for home care services was extremely limited and 
confined to those who were totally deprived of family support 
(Chow and Coward, 1992). Most families have to rely on their 
own r e s o u r c e s , a l t h o u g h insufficient, to p a y for the n e c e s s a r y 
e x p e n s e s . N g a n and Cheng (1992) proposed that as Hong Kong is 
73 
a place that lacks pensions and social security for the sick, 
added financial strain becomes particularly stressful. From a 
p e r s o n a l interview w i t h a medical social worker in a hospital 
o n c o l o g y unit in Hong Kong (K. P. Tam, personal communication, 
N o v e m b e r 14, 1996), it was found that there were sources of 
referral to assist the client‘s financial needs such as 
initiation and reaching out by medical social w o r k e r s . But 
due to the limitation of manpower, it would be impossible for 
the medical social worker to reach out to every cancer 
p a t i e n t . Most cancer patients and families have to rely on 
doctors‘ or nurses‘ referrals to medical social services. 
Therefore, it is suggested that nurses, due to their most 
frequent contacts with patients and families, have a role in 
assessing the client's financial need. Nurses are likely to 
be the most important personnel to refer clients to the 
appropriate social welfare agencies. Nurses will be able to 
explain reimbursement mechanisms to the best of their 
knowledge. As mentioned by Weeks (1995), nurses should be 
aware of the client‘s concern about the financial aspects of 
caregiving, w h i c h might be a major educational need of 
caregivers. 
The third most difficult task was to emotionally accept 
the likelihood of a progressive downward course. It is 
natural to assume that caregivers have a universal wish to 
avoid an unpleasant consequence for their beloved relatives. 
This finding was consistent with Holing's (1983, 1986) 
findings that watching the patient‘s deteriorating physical 
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symptoms was a very difficult aspect of the caregiving 
experience. Another study reported that caregivers whose -
spouses were progressively deteriorating might experience a 
decreasing purpose of life (Stetz, 1989). From another 
perspective, Grant and Nolan (1993) reflected that the source 
of satisfaction could be explained by the interpersonal 
dynamics of the relationship between caregivers and their 
dependants. The caregiver may find satisfaction and enjoyment 
in the company of the patient. A progressive downward course 
of illness implies death, a permanent departure of the 
patient, that ends the companionship. Professional 
counselling by nurses may be required to assist the caregivers 
in coping with this difficult aspect of caregiving. In 
addition to the nurse, a 24-hour hot-line manned by trained 
volunteers with backup professional help could be explored. 
This would help to meet the ventilation needs of caregivers 
and to provide immediate advice and support. 
Some items of caregiver tasks were frequently answered 
“not difficult" by the respondents. These items included 
"resolve uncertainty about one‘s skills as a caregiver", 
"supervise prescribed treatment and general recommendations", 
and "perform basic ADL for the care-receiver.“ These not 
difficult tasks indicated that this group of caregivers seemed 
to be quite confident and knowledgeable in terms of the 
physical care and treatment for the patient. This might be 
due to the good teaching and preparation provided for the 
caregivers by health care professional or other supportive 
75 
p e r s o n n e l . O n the o t h e r h a n d , it showed that the c a r e g i v e r in 
this sample m i g h t see h i s / h e r skill as a c a r e g i v e r included, 
o n l y the p h y s i c a l care of the p a t i e n t . It m a y be that 
c a r e g i v e r s d i d not r e a l i s e the i m p o r t a n c e of skills u n d e r l y i n g 
m a n y of the p s y c h o s o c i a l t a s k s , e . g . , r e c o v e r y of p e r s o n a l 
time a n d a c c e p t a n c e of a p r o g r e s s i v e d o w n w a r d course of 
i l l n e s s . T h e r e f o r e , the caregivers‘ res p o n s e s to these not 
d i f f i c u l t t a s k s c o u l d lead to a w r o n g i m p r e s s i o n that this 
g r o u p of c a r e g i v e r s w a s fully c o n f i d e n t and h a d no p r o b l e m in 
t h e i r caregiver‘s s k i l l s . F u r t h e r i n v e s t i g a t i o n s to d e t e r m i n e 
areas w h e r e c a r e g i v e r s m a y not feel fully c o n f i d e n t in their 
skills and a b i l i t i e s are n e e d e d . 
A l t h o u g h c a r e g i v e r s in this sample r e p o r t e d to have more 
d i f f i c u l t y in m a n a g i n g some i n d i v i d u a l items, the a v e r a g e 
scores of the three c a r e g i v e r tasks s u b - s c a l e s , i . e . direct 
care to p a t i e n t , i n t r a p e r s o n a l tasks and i n t e r p e r s o n a l t i e s , 
w e r e s i m i l a r . It showed that c a r e g i v e r s in this s t u d y had 
p e r c e i v e d almost e q u a l l y the level of d i f f i c u l t y in m a n a g i n g 
d i f f e r e n t a s p e c t s of c a r e g i v e r t a s k s . This finding w a s 
c o n t r a r y to m a n y p r e v i o u s findings that m a n a g i n g p h y s i c a l care 
w a s the m o s t s t r e s s f u l demands on c a r e g i v e r s (Stetz, 1987； 
N g a n and C h e n g , 1992； H o l i n g , 1983； & Googe and V a r r i c h i o , 
1981) . This w a s also in contrast w i t h a p r e v i o u s review of 
c a r e g i v i n g studies in H o n g K o n g , that the chief caregiver‘s 
concern w a s direct p h y s i c a l care to p a t i e n t s (Mackenzie and 
H o l r o y d , 1995) . In terms of the p h y s i c a l aspect of c a r e , 
G i v e n et a l . (1990) and Killeen (1990) found that involvement 
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in physical care and ADL were not related to the experience of 
caregiver‘s negative responses and role responsibility. , 
Physical care usually has a clear beginning and end whereas 
emotional care is a continuous burden of the caregiver. 
The similar mean scores of the three sub-scales showed 
that all three aspects of care： direct physical care to 
patients, caregivers‘ intrapersonal tasks, and tasks related 
to maintenance of familial and social ties, deserved equal 
attention from health care professionals. With the 
contemporary emphasis on preventive measures in all health 
related problems, it is important that family caregivers 
receive the kind of preparation that will equip them mentally 
and physically as well as with appropriate skills to meet the 
caregiving demands. The researcher suggests that prior to the 
family member undertaking a caregiver role, a comprehensive 
orientation program or training session should be required to 
tackle the various aspects of caregiving. Adjustment in the 
physical arrangement and activities of the home can be made 
prior to actual discharge. The existing health care 
environment in Hong Kong cannot offer family caregivers this 
opportunity but the needs are doubtless. 
Stress Symptoms 
The findings of this study showed that caregivers of the 
sample were likely to be at risk for developing negative 
stress outcomes. They had also experienced more psychological 
symptoms than physical symptoms. This finding supports 
previous studies that psychological problems overwhelmed most 
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of the caregivers (Kalayjian, 1989; Spaid and Barusch, 1994; 
H o l i n g , 1983). The caregivers‘ need for emotional support and 
p s y c h o l o g i c a l interventions is shown. Examinations of the 
most and least frequently experienced stress symptoms will be 
discussed in the following p a r a g r a p h s . 
A l l three of the most frequently answered "yes‘ items 
were from the sub-scale of psychological symptoms. Feeling 
tired most of the time was experienced by most caregivers 
(62%). This was consistent with studies of fatigue or role 
fatigue (Musolf, 1991; Jensen and Given, 1991; Laizner ,1993; 
and Blank et al., 1989). Fatigue could be induced 
p s y c h o l o g i c a l l y from the concern and long term worry of the 
treatment and prognosis of the family member with cancer 
(Jensen and G i v e n , 1991). The diagnosis of terminal cancer 
produces p r o f o u n d psychological stress in most p e o p l e . With 
the added responsibility of being a caregiver, a natural and 
realistic response is emotional disturbance or b u r n o u t . Thus, 
it was not a surprise to find that "often get worried about 
things" and "easily upset or irritated" were the second and 
third items with high frequencies of answered "yes." 
In Jensen and Given‘s (1991) study, it was found that 
fatigue was not significantly related to the caregiver‘s age, 
employment status, nor the duration of caregiving. In fact, 
the caregiver‘s tight daily schedule was the only factor that 
increased the reported severity of fatigue. The caregiver's 
other responsibilities in his/her daily schedule have to 
compete with caregiving demand, in terms of both physical and 
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p s y c h o l o g i c a l e n e r g y . Fatigue m a y h a p p e n as a f a m i l y m e m b e r 
adds one c a r e g i v i n g r e s p o n s i b i l i t y to their a l r e a d y full , 
s c h e d u l e s . T h e r e f o r e , n u r s e s n e e d to e x p l o r e the caregiver‘s 
d a i l y s c h e d u l e and time m a n a g e m e n t s k i l l s . A d j u s t m e n t of 
one‘s life style and role f u n c t i o n s m a y be n e c e s s a r y to ensure 
a d e q u a t e p e r i o d of r e s t , l e i s u r e , and r e l a x a t i o n to ease the 
caregiver‘s f a t i g u e . 
C o n s i s t e n t w i t h the findings of B l a n k et a l . (1989), H u l l 
(1991) and G o t a y (1984), w o r r y a p p e a r e d to be a m a j o r 
e m o t i o n a l d i s t u r b a n c e for family c a r e g i v e r s in this s t u d y . The 
caregiver‘s chief c o n c e r n s m a y be w o r r y about the patient‘s 
p r o g n o s i s , the lack of p e r s o n a l t i m e , f i n a n c e s , how to offset 
the t e d i o u s r o u t i n e , and the d e a t h of the p a t i e n t . This high 
level of u n c e r t a i n t y has b e e n r e p o r t e d as h a v i n g a great 
impact on the caregiver‘s em o t i o n a l r e s p o n s e s (Gotay, 1984； 
H u l l , 1991; C h e k r y n , 1984; & S t e t z , 1 9 8 9 ) . H o w e v e r , 
c a r e g i v e r s in this study r e v e a l e d t h e y were not too w o r r i e d 
about their own h e a l t h , n o r their skills as a c a r e g i v e r in 
p e r f o r m i n g p h y s i c a l care and t r e a t m e n t s . 
F e e l i n g u p s e t and irritated e a s i l y was a n o t h e r common 
stress s y m p t o m in this study that was c o n s i s t e n t w i t h their 
findings of S a y l e s - C r o s s (1993), Chekryn (1984), K a l a y j i a n 
(1989), and S p a i d and B a r u s c h (1994). S a y l e s - C r o s s (1993) 
p r o p o s e d that as c a r e g i v e r s tried to hold back from doing what 
they d e s i r e d to do, such as m e e t i n g their own f r i e n d s , the 
c a r e g i v e r s w o u l d e x p e r i e n c e m o r e i r r i t a t i o n , disgust and 
a n g e r . In light of the above p r o p o s a l and f i n d i n g s , it m a y be 
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that when the caregivers have more difficulties in 
compensating for personal time to do their own thing, their, 
feeling of irritation will be increased. Another finding of 
this study was that the caregivers were not afraid of going 
out alone or of meeting people. Therefore, it may assume that 
the caregivers in this sample had a desire to go out and meet 
other people but had no time to do so. Therefore, to ease the 
caregiver‘s worry and irritation, it is important that nurses 
should identify the caregiver‘s real concerns and unmet needs 
through in-depth interview and exploration. 
Relationship between Caregiver Tasks and Stress Symptoms 
Caregivers who reported increased difficulty in managing 
caregiver tasks had also experienced a greater number of 
physical and psychological stress symptoms. This finding 
provides evidence that the caregivers‘ individual perception 
of the tasks m ay play an important role in caregiving 
experience. This result was in line with the concept of a 
transactional model of stress that it is not the actual but 
the perceived difficulties and demands that are crucial (Nolan 
et al., 1990). It is also the nature of the caregiver‘s 
response to his or her caregiver tasks that is most important. 
Given et al. (1990) and Jensen and Given (1991) found that the 
objective nature of caregiving, such as the number of hours 
and extent of involvement with caregiver daily tasks were not 
significantly related to the severity of fatigue and higher 
levels of stress. Rather, it was the subjective, perceived 
difficulty, not the objective nature of caregiver tasks that 
V 
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made a d i f f e r e n c e in the caregiver responses (Jensen and 
G i v e n , 1991, Given et al., 1990). , 
- ^ T h e findings in this study also revealed that 
difficulties in m a n a g i n g intrapersonal tasks was a strong 
influencing factor of the experience of overall stress 
symptoms. In p a r t i c u l a r , there was a significant correlation 
between intrapersonal tasks and psychological symptoms. Thus, 
p s y c h o l o g i c a l symptoms were more likely to occur when the 
caregivers experienced great difficulty in managing 
intrapersonal t a s k s . It may be that intrapersonal tasks 
involved p s y c h o l o g i c a l efforts such as resolving uncertainty, 
resolving guilt over negative feelings toward care-receiver, 
and emotionally accepting the likelihood of a progressive 
downward course of disease (Clark and Rakowski, 1983). These 
were similar to the psychological stages of caregiving as 
described b y Clark and Rakowski (1983). 
This study affirmed that the caregivers‘ ability to 
manage intrapersonal tasks may have a relationship with their 
well being, and thus is an important element to take into 
consideration in the plan of nursing support. Clark and 
Rakowski (1983) concluded that certain tasks associated with 
caregiving seemed to be amenable to education and support 
services w i t h at least short term benefits. Emotional 
support, the opportunity to ventilate, and discovery of common 
concerns among caregivers themselves had been regularly 
reported as favourable outcomes (Clark and Rakowski, 1983). 
Therefore, a comprehensive and formal assessment of the 
k 
81 
caregiver‘s response to these intrapersonal tasks is 
suggested. A plan is needed that would allow education to , 
address the caregivers‘ needs and facilitate their emotional 
adaptation. Teaching, various forms of therapy such as 
relaxation exercises and music therapy, and intensive 
communication between hospice staff and family would provide a 
bridge from hospital to home. 
In preparation for discharge, 24-hour home visits may 
allow the patients and caregivers to practice what they have 
learned. Building the caregiver‘s trust and faith in the 
support of the primary nurse or hospice nurse may be 
important. Establishing trust helps the caregiver to believe 
that someone who knows and cares for the patient is always 
available. The arrangement of a caregiver support group is 
another way to establish mutual sharing among caregivers. As 
described by Melillo and Futrell (1995) caregivers often are 
the hidden patients, individualised, professional, and 
legitimate plans of care including assessment and intervention 
are important to the caregiver as well as to the patient. 
Caregivers‘ Demographic Characteristics 
and Study Variables 
Previous literature has shown that the social context and 
caregiver‘s background including age, gender, occupation, and 
the duration of caregiving had an impact on the caregiving 
experience (Schumacher et al., 1993). In this study, 
caregiver age was found to be negatively correlated with 
reported difficulty in managing overall tasks and 
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interpersonal ties, while caregiver educational level was 
n e g a t i v e l y correlated w i t h the number of psychological stress 
symptoms and o v e r a l l symptoms. In addition, duration of 
caregiving was n e g a t i v e l y correlated with reported difficulty 
of intrapersonal tasks and total tasks, and the experience of 
p s y c h o l o g i c a l symptoms and overall stress symptoms. 
,:/p^he negative correlation between caregiver age and 
reported d i f f i c u l t y in managing caregiver task was consistent 
w i t h p r e v i o u s findings of Spaid and Barusch (1991, 1994), 
Killeen (1990), and Given et al. (1990) that older caregiver 
felt less strained in caregiving. Older caregivers were also 
found to have more satisfaction in caregiving (Grant and 
N o l a n , 1993). 
y ^ T h e reason for younger caregivers being likely to 
"^  -~"—— —— _ 
experience more stress may be that they usually have more 
social contacts with others and have multiple role demands on 
their schedule (Spaid and Barusch, 1991, 1994). A n o t h e r 
explanation is that only those who experience a lower level of 
stress may continue with the caregiving tasks. The findings “ ."+•+ - - — - • -• — • — •_ _• -
of this study showed that older caregivers reported less 
difficulty in managing caregiver tasks, in particular, the 
maintenance of interpersonal relationships. This finding may 
be due to older caregiver's diminishing social circle and 
activities, leaving them more time for caregiving. They may 
be retired and have less role strain related to w o r k . At 
home, older caregivers usually don't have the responsibility 
of caring for young children. In addition, older caregivers 
83 
u s u a l l y have contacts with friends and relatives whom they 
have known for y e a r s . These kind of contacts m a y require less 
effort and energy than meeting new friends. On the other 
hand, y o u n g e r caregivers generally are more likely to have 
-^""~ 〜. 
-……一 
multiple roles, such as parents, students, employees, or 
brea-dw-inner. Therefore, with the added responsibility of 
caregiving, y o u n g e r caregivers may find it difficult to 
maintain the required social and familial ties. Consequently, 
_. ~-〜..-〜.” .-._^  __ 
the less time they had for caregiving, the more difficulty 
they reported in managing the caregiver tasks, and more 
susceptible they were to stress and role overload. 
The findings of this study also showed that caregivers 
who had received more education would experience less stress 
symptoms, in p a r t i c u l a r , psychological symptoms. This finding 
affirmed the importance of education, which was in line with 
the proposal of Clark and Rakowski (1983) that education and 
support to the caregiver could diminish the negative effect of 
caregiving. In general, educated people are likely to have 
more life skills, including communication skills, stress 
management techniques, and health screening p r a c t i c e s . They 
may be concerned about their health status and take an active 
role in promoting their physical and emotional w e l l - b e i n g . 
Educated caregivers may have more financial resources that 
allow them to seek ways of coping, such as going for a 
vacation, before stress symptoms occur. Thus, special 
attention from health care professionals to the needs and 
problems of caregivers who are young and less educated is 
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suggested since this group of people is likely to be at higher 
risk of de v e l o p i n g stress symptoms. -
A n o t h e r finding about the caregivers‘ characteristics was 
the longer the caregiving duration, the lesser the reported 
d i f f i c u l t y in mana g i n g caregiver tasks and the smaller number 
of stress symptoms experienced. This finding was consistent 
w i t h the studies of Spaid and Barusch (1991) and Kasper et al. 
(1994) that long term caregivers had a lower sense of strain -…-.-.- — — — •--——--- 」.-..,.—_ 一 --
and were more u n l i k e l y t o give up their caregiver roles. The “ “ 二 
finding^^jm-t-hj^ study supported Hull's (1991) conclusion that 
the n ^ caregivingi experienc^,__Leji- to a high degree of 
uncer t a i n t y that was a source of stress. She found that 
caregivers were unsure of how to perform patient care, how to 
control distressing symptoms, how to manage unexpected 
changes, what the death would be like, and when their ill 
relatives w o u l d d i e . 
A 
LXjensen and Given (1991) hypothesized that caregivers / :A / •‘ 
might experience emotional burnout over time. Contrary to 
their hypothesis, it was found that there was no relationship 
^ ^ — ~ " 
between duration of care and the feeling of exhaustion (Jensen 
一 - - — 一 一 一 
and Given, 1991). The current study revealed that caregivers 
with a longer duration of caregiving appeared to handle the 
caregiver tasks well and had experienced less stress symptoms 
_ _ _ _ _ 一 一 “ “ ‘ … … 一 ― 〜 〜 — — . 
,^. — — .— . - — 
especially in the psychological aspect. One interpretation is 1 _______—-—'"" ""  ‘ . “ -.- —..-—…...-一. 
that caregivers would develop skill in managing the caregiver 
stress over a period of time. For example, both problem 
solving technique and coping skills were found to have 
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improved over time in the course of caregiving (Kasper et al., 
1994) . A s caregivers learn more about the disease process and 
patient m a n a g e m e n t , they m a y become more proficient and feel 
less stressed about caregiving. Another interpretation is as 
Spaid and B a r u s c h (1991) proposed, only those who could 
tolerate the demands or experience lower level of stress 
continued to give care. 
It is likely that caregivers with a shorter duration of 
caregiving are less experienced and have less preparation in 
performing the caregiver tasks. With shorter duration of 
caregiving, caregivers m a y be less determined in their 
caregiver r o l e s . Therefore, Stetz (1989) suggested the need 
for nursing interventions to assist family members to cope 
w i t h their new caregiver roles. Sometimes caregivers may have 
to take up the caregiver roles before they are m e n t a l l y 
prepared for doing so• They may be engaging in so many other 
commitments in their lives that are waiting to be handled. 
A l l of these factors, coupled with the uncertainty of the 
patient‘s prognosis and caregiver‘s responsibility, mean that 
caregivers with a shorter duration of caregiving are likely to 
be more susceptible to emotional difficulties. Thus, the less 
experience the caregivers have, the more at risk they are and 
deserve special attention from health care professionals. 
The findings in this study showed that caregiver gender, 
marital status, employment status, and relationship with 
patients had no correlation with the reported difficulty of 
caregiver task and experience of stress symptoms. This was 
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contrary to findings of previous studies in caregiving 
regarding caregiver gender (Schumacher et al., 1993; Harper, 
and Lund, 1990; & Stetz, 1987), marital status (Kasper et al., 
1994; Given et al., 1990), employment status (Given et al, 
1990; Kalayjian, 1989; & M e l i l l o , 1995), and relationship with 
patient (Blank et al., 1989； Spaid and Barusch, 1991; Kasper 
et al., 1994; Grant and Nolan, 1993； & Franks and Stephens, 
1992). These previous studies suggested that differences in 
social contexts and caregivers‘ demographic characteristics 
were influencing factors in the caregiving experience. 
However, the findings of no relationship in the current study 
might be due to the small sample size and the small number of 
participants in some demographic categories thus precluding 
meaningful analysis of these data. 
Patients‘ Demographic Characteristics and Study Variables 
No significant differences among caregivers in their 
appraisal of tasks and stress experience according to 
patients‘ gender, marital status, type of cancer, nor duration 
of illness. This was contrary to previous findings of Grant 
and Nolan (1993), Given et al. (1990) and Schumacher et al. 
(1993). Grant and Nolan (1993) found that caregivers of male 
patients were more stressed while caring for a woman yielded 
more carer satisfaction. As previously mentioned, because of 
the small sample size and the uneven distribution of patients 
in different demographic categories, the findings of no 
relationship in this study about these demographic factors 
might precluded meaningful interpretation. 
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On the other h a n d , the patients‘ age was found to be a 
significant influencing factor in the reported difficulty of 
direct care to p a t i e n t , intrapersonal, and overall tasks. 
Consistent w i t h previous findings (Schumacher et al., 1993 and 
Given et al., 1990), it was evident that caregivers of younger 
patients e x p e r i e n c e d more strain in their caregiving 
e x p e r i e n c e . One interpretation could be that people in 
general w o u l d find the diagnosis of terminal cancer more 
devastating in y o u n g e r people than in elderly. Caregivers may 
find it p a i n f u l to see a young and ill family member lose so 
many life o p p o r t u n i t i e s , such as marriage, employment, or 
p a r e n t h o o d due to physical limitations or a shorter life span. 
This is supported by the finding that caregivers of younger 
patients in this study had reported greatest difficulty in 
managing intrapersonal tasks that included resolving one‘s 
inner feeling toward the patient and the illness. Caregivers 
may not know how to console or find meaning in a terminal 
illness of a young sufferer. 
Also in association with the emphasis of privacy and 
dignity in the younger generation, caregivers appeared to have 
difficulty in providing physical care to a young family 
m e m b e r . A young adult patient who used to be strong and 
independent m a y refuse to be physically cared by his or her 
old parents or siblings. Caregivers may be afraid of exposing 
the patients‘ bodies during bathing and toileting as the 
patients‘ dignity may not be maintained. Thus, more 
difficulty and embarrassment in providing physical care to 
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y o u n g e r p a t i e n t s w o u l d be perceived b y the caregivers. 
H o w e v e r , the un d e r l y i n g reasons for caregivers' reported , 
dif f i c u l t y in giving direct care to a young patient becomes an 
area of interest for further exploration. 
A n o t h e r interpretation of the finding about the patients‘ 
age is that some caregivers m a y find a need to return the care 
p a i d b y the now elderly patients in the past (Musolf, 1991). 
Caring for an older family member seems to be a natural 
r e s p o n s i b i l i t y for most caregivers. Older people m a y be 
considered to have completed most significant life events and 
thus m a y be less stressed in facing death and dyi n g . In 
contrast, caring for a young dying family member m a y imply the 
loss of dream and h o p e s . Therefore, with the assumptions and 
expectations regarding death and elderly and the areas of 
concern regarding caring for younger patients with terminal 
cancers, caregivers of younger patients might find caregiving 
more stressful and experience more difficulty in performing 
direct patient care and intrapersonal tasks. 
Limitations 
The findings need to be examined in light of the 
limitations in this study. This section will discuss the 
following research limitations： cross-sectional design, 
sampling technique, instruments, and translation. 
Cross-sectional desicrn 
The current study was a cross-sectional design in which 
data were collected once for each participant. Therefore, the 
possibility of a reciprocal relationship between perception of 
V 
89 
stressful c a r e g i v e r tasks and stress symptoms is less likely 
to be e x a m i n e d in a one-time data collection m e t h o d . While, it 
is p l a u s i b l e that a cross-sectional study of the perception of 
stress d e t e r m i n e s stress symptoms, but stress symptoms can 
also influence the perception of stress. A longitudinal study 
allow examination of the reciprocal relationship between 
perception of stress and stress symptoms. For example, the 
experience of back pain (physical symptom) may increase the 
difficulty for the caregiver to provide direct physical care 
to the patient and their perception in this task may become 
more n e g a t i v e . Thus, a longitudinal design can allow the 
researcher to explore more conclusive results about the 
reciprocal relationship between caregiver tasks and stress 
symptoms. 
In addition, a cross-sectional design cannot allow the 
researcher to identify changes of caregiving experience 
according to different duration of illness. The findings of 
the current study revealed that shorter duration of care was 
correlated w i t h the negative experience of caregiving. 
However, it is unclear whether it was a short but continuous 
caregiving p e r i o d , or the caregivers had resumed their 
caregiver roles after a period of recess, or was a first-time 
experience in caregiving which implied that they were 
inexperienced. Future studies need to clearly identify the 
caregivers‘ status in terms of their experience in caregiving. 
A cross-sectional design study examines caregiver‘s stress at 
one contact point of time, but cannot examine nor compare any 
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changes over a p e r i o d of experience. For example, the 
caregivers' p e r c e p t i o n s of difficulty in managing tasks may: be 
different in the b e g i n n i n g , middle, and end phases of 
c a r e g i v i n g . To identify these changes, a caregiver must be 
contacted and examined at different periods of time. 
Sample 
This study was limited by its convenience sampling 
technique, the small sample size, and involving only one 
family m e m b e r , the p r i m a r y caregiver, in the study. 
Recruiting strategies used in the current study have provided 
an incomplete picture of caregiving experience. The volunteer 
sample in this study was likely to be biased in favour of the 
more distressed end of the caregiving continuum. 
A l t e r n a t i v e l y it m a y be that extremely distressed caregivers 
were u n d e r r e p r e s e n t e d because they had neither the motivation, 
strength, nor the opportunity to participate in caregiving 
studies. Future studies need to adequately sample both 
distressed and nondistressed caregivers and provide detailed 
information about their pre-existing psychological and 
physical h e a l t h . A larger, more demographically heterogeneous 
sample of family caregivers recruited from various 
institutions is indicated. 
H o w e v e r , hospice care is still in the development stage 
in Hong Kong. Only a limited number of sources of subjects 
could be identified, and most of them were already occupied by 
many other research studies conducted by local health care 
authorities. 
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In terms of family research, Giaquinta (1977) proposed to 
view family as a unit of analysis that experiences the , 
d i s e a s e . The whole family reactions in coping w i t h the 
experience of cancer are worthy of discussion. The current 
study was limited b y involving only one family m e m b e r , the 
p r i m a r y c a regiver, in the sample. Further study should 
explore family reactions to cancer and caregiving w i t h the 
inclusion of more members in the family. 
Instruments 
Previous literature which identified caregiver tasks, 
although e x t r e m e l y informative, have tended not to adopt a 
long term p e r s p e c t i v e on the experience of caregivers (Clark 
and R a k o w s k i , 1983) . The inventory used in this study for 
measuring caregiver tasks was derived from previous literature 
by Clark and Rakowski (1983), and thus also limited by the 
lack of a long term p e r s p e c t i v e . In addition, refinement of 
the caregiver tasks delineated by Clark and Rakowski may 
assist in more accurate assessment of caregiver perceptions of 
the stress of their tasks since no testing of the inventory 
has been done b e f o r e . Empirical studies are necessary to 
determine the v a l i d i t y of such a list, what refinement may be 
necessary, and whether certain tasks are differentially 
stressful or difficult. The long term perspective of 
caregiving experience should also be taken into consideration. 
Translation 
This study utilised a quantitative research method to 
examine health behaviour of Chinese speaking clients. 
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Quantitative methods usually do not afford the opportunity for 
a researcher to clarify ideas with participants through face 
to face communication. Therefore, an accurate and 
understandable translation of the English instrument into 
Chinese is important. 
In this study, the bilingual researcher translated the 
English instrument into Chinese, aiming for conceptual rather 
than literal meaning of items, and asked a total of 9 
bilingual nurse educators and participated home care nurses, 
and 10 subjects to confirm the clarity and understanding of 
the instruments. No amendment was made after this translation 
of instruments. However, the Chinese version was not blindly 
back translated to English by another translator. Back 
translation is the most common and highly recommended 
procedure for translating an instrument from the source 
language to target language (Brislin, 1970； Chapman & Carter, 
1979)• Jones and Kay (1992) also suggested that the ideal 
means of comparing psychometric properties of the source and 
target language of an instrument is to administer both 
versions to persons fluent in both languages. Therefore, 
access to bilingual experts for translation and error finding 
is necessary in future study. Moreover, time and financial 
support for translation should be built into a proposal since 
translation can be costly and time consuming. 
Recommendations for Future Research 
Historically, health care research has focused on disease 
during a specific phase of an illness such as acute or 
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t e r m i n a l . S i m i l a r l y , the current study focused on the 
terminal p h a s e of cancer illnesses. However, Rolland's model 
for c l a s s i f y i n g the course of an illness experience considers 
the life h i s t o r y and temporal quality of an illness (Rolland, 
1984)• It considers the typology of the illness, focusing on 
the type of onset (acute vs gradual), course (progressive vs 
constant vs r e l a p s i n g ) , outcome (fatal vs shortened life span 
vs n o n f a t a l ) , as well as the time phases of the illness 
(chronic vs terminal vs p r e d i a g n o s i s ) . Therefore, it is 
suggested to develop studies that carefully follow families of 
cancer p a t i e n t s over the course of illness. Variables that 
are important to m o n i t o r over the course of illness include 
functional status, m o o d , health and distress symptoms. 
Caregiving related variables such as the time required for 
caregiving, the presence of an additional helper, and who 
assumes responsibility of co-ordinating care, are important to 
consider when trying to identify caregivers that most likely 
require support and interventions. Attention needs to be paid 
to existing social support systems, economic resources, prior 
experience with illness, and problem solving experience. This 
approach will provide a more comprehensive view of the 
caregiver experience over the course of illness. 
A l r e a d y in m a n y countries, there are continuing care 
programs in the community on such topics as family caregiver 
education, health professional education, and caregiver group 
intervention p r o g r a m s . Future research should provide an 
understanding of the exact circumstances under which specific 
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health p r o v i d e r behaviours are found, and include an 
evaluation of the client‘s expected outcome after receiving 
intervention. A t t e n t i o n is needed in discovering not only 
which caregivers are at risk and for what dysfunctional 
patterns or outcomes, but also to determine the effectiveness 
of various intervention strategies. This type of evaluation 
would therefore provide information on the scope and intensity 
of training needed for those who provide planned support 
for the caregiving family. 
More reference to the recipients of care is needed to 
determine their experience, and the extent to which the care 
they receive meet their needs. Future studies should know not 
only the characteristics of the care recipient, such as age , 
gender, d iagnosis, but also their interpretation and level of 
satisfaction to the care they receive or whether there is 
conflict with the caregiver. The care recipient response is 
likely to have a reciprocal effect on the caregiver 
experience. 
The use of naturalistic inquiry to determine actual and 
cultural concerns that are described by caregivers themselves, 
without limits imposed by them, the instrument, the 
researcher's experience, or the literature source, is 
recommended. Previous studies conducted by Wingate and Gotay 
(1989) and DesRosier et al. (1992) about the caregiving 
experience offered good examples of naturalistic and 
explorative study. Also reviewed by Gilliss et al (1989) that 
in the 20th century, there is a call for increase naturalistic 
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Study that focuses on the family within a larger community and 
societal system which has its own cultural characteristics, 
In Hong Kong understanding and knowledge of family caregivers 
of cancer patients is still very limited. It is important to 
explore themes and bring to light important variables 
regarding caregiving within the social context for Hong Kong 
Chinese. This information can become sources for fruitful 
hypothesis in other planned studies. 
This study utilized some concepts derived from Family 
Systems Theory (Munichin, 1985) and Transactional Model of 
Stress (Nolan et al., 1990) to investigate the relationship of 
perceived stress and its manifestations. These classical 
theoretical perspectives provided a framework to guide the 
development of research objectives and direction in this 
study. However, the instruments utilized were not derived 
from tested theories. In addition, most previous nursing 
studies about caregiver stress and family response to cancer 
were either atheoretical or borrowed classical theories from 
other disciplines. Gilliss at al. (1989) suggested that 
nursing research has the potential to develop middle-range 
theories which are concerned about individual experience in 
certain health conditions among particular culture. At 
present, no caregiving theory that address the physical and 
social environment of Hong Kong, such as the influence of 
filial piety, small household space, lack of social security 
for the sick, etc., can be found. In future studies of Hong 
Kong caregivers, the clinician/researcher should collect the 
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rich data embedded in routine dialogue and the intuitiveness 
that is gained from the art of providing care for Chinese , 
families. This knowledge can contribute to the development of 
nursing theories and theory-based instruments that can be 
applied within the scope of nursing research/practice in Hong 
Kong. There is also a need to make the theoretical linkages 
explicit in studies because theoretically oriented studies can 
provide a meaningful structure for measurement, analysis and 
interpretation. This would also facilitate the articulation 
of study results across samples and settings. 
Conclusion 
A major area of focus within nursing is the experience of 
individuals as they respond to actual or potential threats to 
health. The findings of this study make a contribution to the 
body of knowledge as an initial understanding of caregiving 
demands and their relationship to caregiver's well-being in 
Hong Kong. This knowledge can be used by the caring 
professionals to identify influencing factors of stress 
symptoms among family caregivers of cancer patients which 
could then be used to guide planned nursing assessment and 
support. The findings of this study are consistent with 
previous data that family caregivers are at risk of physical 
and psychological illness (Schulz et al.' 1990). Caregivers 
who perceived increased difficulty in managing caregiver tasks 
had also experienced more stress symptoms. Special attention 
to intrapersonal and interpersonal caregiving tasks and 
preparation to those caregivers who are young, inexperienced 
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in c a r e g i v i n g , have less education, and cared for younger 
patients； are h i g h l i g h t e d . As health care professionals ‘ 
attend more to caregiver needs, the entire family rather than 
only the ill family member will benefit. As a result, both 
patients and caregivers will be able to cope more effectively 
w i t h the c a r e g i v e r stress as well as with the experience over 
the illness. 
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Appendix III 
Informed Consent Form 
工， 
hereby consent to participate in a research project titled： 
PERCEIVED STRESS AND ITS IMPACT AMONG FAMILY CAREGIVERS OF 
TERMINAL CANCER PATIENTS 
undertaken by： Carmen Wing-han Chan, Master of Philosophy 
student, Department of Nursing, The Chinese University of Hong 
Kong. 
工 acknowledge that 
1 •工 have been informed about the purpose of the research and 
how it will be conducted. 
2. A ny information which 工 provide will not be made public in 
any form which could reveal my identity to an outside party 
i.e., that I will remain fully anonymous. 
3 .工 am free to withdraw my consent at any time, in which 
event my participation in the research study will immediately 
cease and any information obtained, will be destroyed if 
requested by m e . 
¥•:: 
Dated the day of 1994 
Signature： 
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C h a r a c t e r i s t i c s of Patient A p p e n d i x 工工 
(to b e f i l l e d b y the home care nurses) ‘ 
Name/ID： / 
A g e ： 
Sex： 
M a r i t a l status： Single 
(please tick / as appropriate) M a r r i e d 
W i d o w / w i d o w e r 
o t h e r 
M e d i c a l diagnosis： ； 
D u r a t i o n of illness since first d i a g n o s i s of t e r m i n a l cancer： 
y e a r s m o n t h s 
N a m e of the caregiver： 





Narrative for Consent 
CAREGIVER STUDY 
CONFIDENTIAL 
The purpose of the research is to increase the understanding 
of the relationship between caregivers' perceived stress and 
its symptom during the experience of caregiving to a adult 
family members with cancer at terminal stage. 
This questionnaire consists of three parts. Part A is about 
the caregiver's profile. Part B is about the caregiver tasks, 
and part C is concerning about the symptoms and level of 
stress. 
Please kindly fill in the questionnaire and return it to your 
nurse one week after. You may contact your nurse if you have 
any difficulty answering the questions. 
Any information which you provide will not be made public in 
any form which could reveal your identity to an outside party, 
i.e., confidentiality and anonymity will be ensured. 
Thank you for your participation and co-operation. 
Carmen Wing Han Chan, 
Department of Nursing 
The Chinese University of Hong Kong 
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Appendix III 
Caregiver‘s P r o f i l e 
P l e a s e fill in y o u r p e r s o n a l i n f o r m a t i o n as r e q u i r e d . 
I• A g e： 
工工• Sex： 
工 工 工 . M a r i t a l s t a t u s： Single 
(please tick / as appropriate) M a r r i e d 
W i d o w / w i d o w e r 
o t h e r 
IV. R e l a t i o n s h i p to the p a t i e n t： 
(please t i c k >f as appropriate) W i f e 
H u s b a n d 
D a u g h t e r 
Son m Z Z 
D a u g h t e r - i n - l a w 
S o n - i n - l a w 
O t h e r relative 
F r i e n d 
O t h e r H Z Z I 
V . E d u c a t i o n level (years of education) 
(please tick / the a p p r o p r i a t e n u m b e r of years) 
N o n e： 0 
P r i m a r y S c h o o l : 1 2 3 4 5 6 
S e c o n d a r y S c h o o l ： 7 8 9 10 11 
T e r t i a r y Education： 12 — 13 — 14 一 15 — 16 17 
18 y e a r s or m o r e： 
V I . E m p l o y m e n t status： 
(please tick >f as appropriate) 
U n e m p l o y e d 
E m p l o y e d full-time 
E m p l o y e d p a r t - t i m e 
S e l f - e m p l o y e d 
V I I . D u r a t i o n of caregiving： 
(please tick >f as appropriate) 
1-5 m o n t h s 
6-11 m o n t h s 
12-24 months 
Over two y e a r s 
O v e r five y e a r s 
； 
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A p p e n d i x V 
C a r e g i v e r t a s k s -
B e l o w is a list of c a r e g i v e r t a s k s / r e s p o n s i b i l i t i e s . 
Please rate w h e t h e r the task is not d i f f i c u l t , difficult, 
e x t r e m e l y d i f f i c u l t , b y c i r c l i n g the appropriate n u m b e r on the 
s c a l e . If y o u t h i n k the task is not d i f f i c u l t , circle 1. If 
the task is d i f f i c u l t , circle 2. If the task is extremely 
d i f f i c u l t , c i r c l e 3 . 
Not E x t r e m e l y 
difficult difficult difficult 
1. Be a v a i l a b l e w h e n n e e d e d . 1 2 3 
2. S u p e r v i s e p r e s c r i b e d treatment 1 2 3 
t r e a t m e n t s a n d g e n e r a l 
r e c o m m e n d a t i o n s . 
3. E v a l u a t e o p t i o n s for treatment 1 2 3 
a n d / o r s e r v i c e . 
4 . M o n i t o r c o u r s e of condition 1 2 3 
and e v a l u a t e s i g n i f i c a n c e 
of c h a n g e s . 
5. E v a l u a t e s t r e n g t h / r e s o u r c e s 1 2 3 
of the c a r e - r e c e i v e r . 
6. A n t i c i p a t e n e e d s for future 1 2 3 
a s s i s t a n c e a n d s e r v i c e s . 
7. Provide s t r u c t u r e for care- 1 2 3 
receiver‘s d a i l y a c t i v i t i e s . 
8. Run “ interference" for care- 1 2 3 
r e c e i v e r in social and 
c o m m u n i t y s e t t i n g s . 
9. N o r m a l i s e c a r e - r e c e i v e r routine, 1 2 3 
w i t h i n b o u n d s of the impairment. 
10. S u p e r v i s e / d i r e c t l y m a n a g e 1 2 3 
care-receivers‘ re s o u r c e s . 
11. Cope w i t h u p s e t t i n g b e h a v i o u r 1 2 3 
of the c a r e - r e c e i v e r . 
12. M a i n t a i n a d e q u a t e communica- 1 2 3 
tion w i t h the c a r e - r e c e i v e r . 
13. Perform b a s i c A c t i v i t y D a i l y 1 2 3 
Living(ADL) for the care-
r e c e i v e r . 
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14. S a t i s f y n e e d s for creativity/ 1 2 3 
o r i g i n a l i t y to offset tedious -
r o u t i n e . 
15. C o m p e n s a t e for e m o t i o n a l drain 1 2 3 
from c o n s t a n t r e s p o n s i b i l i t y . 
16. C o m p e n s a t e for or recover 1 2 3 
p e r s o n a l t i m e . 
17. G a i n k n o w l e d g e about the 1 2 3 
d i s e a s e . 
18. A v o i d severe d r a i n on p h y s i c a l 1 2 3 
s t r e n g t h / h e a l t h . 
19. R e s o l v e g u i l t o v e r "negative 1 2 3 
feelings" t o w a r d s c a r e - r e c e i v e r . 
20. R e s o l v e d i s a p p o i n t m e n t or 1 2 3 
feeling of guilt over one‘s 
p e r f o r m a n c e . 
21. M a k e up for or avoid loss/ 1 2 3 
r e s t r i c t i o n s on future plans 
and p e r s p e c t i v e s . 
22. R e a d j u s t p e r s o n a l r o u t i n e . 1 2 3 
23. C o m p e n s a t e for d i s r u p t i o n of 1 2 3 
s l e e p . 
24. E m o t i o n a l l y accept the 1 2 3 
l i k e l i h o o d of a p r o g r e s s i v e 
d o w n w a r d c o u r s e . 
25. W o r k t h r o u g h changes in the 1 2 3 
lifelong r e l a t i o n s h i p b e t w e e n 
caregiver and c a r e - r e c e i v e r . 
26. Find a locus of blame for 1 2 3 
the c o n d i t i o n / d i s e a s e . 
27. A s s u m e financial cost 1 2 3 
(actual and potential) 
28. Confront the p o s s i b i l i t y of 1 2 3 
institutionalisation• 
29. Compensate for or avoid 1 2 3 
l o s s / r e d u c t i o n of p h y s i c a l 
and e m o t i o n a l intimacy. 
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30. S e p a r a t e f e e l i n g s regarding 1 2 3 
c o n d i t i o n from feelings toward 
the c a r e - r e c e i v e r . -
31. R e s o l v e u n c e r t a i n t y about 1 2 3 
one's skills as a c a r e g i v e r . 
3 2 . R e l e a s e t e n s i o n s / f e e l i n g s 1 2 3 
t o w a r d the c a r e - r e c e i v e r . 
3 3 . A d j u s t to cope w i t h an 1 2 3 
u n c e r t a i n f u t u r e . 
34. D e s i g n a t e o t h e r r e s p o n s i b l e 1 2 3 
c a r e g i v e r ( s ) . 
35. M a i n t a i n f a m i l y c o m m u n i c a t i o n 1 2 3 
and e x c h a n g e of i n f o r m a t i o n . 
36. B a l a n c e the g i v i n g of 1 2 3 
a s s i s t a n c e w i t h r e s p o n s i b i l i t i e s 
to o t h e r f a m i l y m e m b e r s . 
37. Cope w i t h the loss/ 1 2 3 
r e s t r i c t i o n of family 
future p l a n . 
38. M a n a g e feeling toward other 1 2 3 
family m e m b e r s who do not 
r e g u l a r l y h e l p . 
39. M a i n t a i n the family as 1 2 3 
e f f e c t i v e d e c i s i o n - m a k i n g 
g r o u p o v e r a long p e r i o d of time. 
4 0 . Give a p p r o p r i a t e consideration 1 2 3 
to c a r e - r e c e i v e r ' s opinions 
and p r e f e r e n c e s . 
4 1 . C o n s i d e r as a family the need 1 2 3 
for i n s t i t u t i o n a l i s a t i o n . 
4 2 . Interact w i t h m e d i c a l , health, 1 2 3 
and social service p r o f e s s i o n a l s . 
4 3 . M a i n t a i n knowledge of the 1 2 3 
service system and o p t i o n s . 
4 4 . A c t as advocate or third-party 1 2 3 
n e g o t i a t o r for the c a r e - r e c e i v e r . 
4 5 . M a i n t a i n knowledge of 1 2 3 




Please indicate whether you often experience the symptoms by 
circling the appropriate n u m b e r . If the answer is "no", 
please circle 1. If the answer is "yes", please circle 2. 
No Yes 
1. Do you often have backache? 1 2 
2. Do you feel tired most of the time? 1 2 
3. Do you often feel miserable and 1 2 
depressed? 
4. Do you often have headaches? 1 2 
5. Do you often get worried about things? 1 2 
6. Do you u s u a l l y have great difficulty 1 2 
in falling asleep or staying asleep? 
7. Do you u s u a l l y wake unnecessarily 1 2 
early in the morning? 
8• Do you w e a r yourself out worrying 1 2 
about y o u r health? 
9. Do you often get into a violent rage? 1 2 
10. Do people often annoy and irritate you? 1 2 
11. Have you at times had a twitching 1 2 
of the face, head or shoulder? 
12• Do you often become scared for 1 2 
no reason? 
13• Are you scared to be alone when 1 2 
there are no friends near you? 
14. Are you easily upset or irritated? 1 2 
15. Are you frightened of going out 1 2 
alone or of meeting people? 
16. Are you consistently keyed up and 1 2 
jittery? 
17. Do you suffer from indigestion? 1 2 
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18. Do y o u often suffer from an 1 2 
upset stomach? 
19. Is y o u r appetite poor? 1 2 
20. Does every little thing gets on 1 2 
y o u r nerves and wear you out? 
21. Does y o u r heart often race like mad? 1 2 
22. Do you often have bad pains in 1 2 
y o u r eyes? 
23. Are you troubled from rheumatism 1 2 
or fibrositis? 
24. Have you ever had a nervous breakdown? 1 2 
1 t-
»; 
- The End — 
� * ‘ 
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Appendix VII 
問 卷 調 查 
此 項 研 究 的 3 的 ， 是 加 深 了 解 家 庭 護 理 者 在 照 顧 末 期 ， ^ 5 么 ， 二 所 
| | : ^ £ 力 和 由 此 而 引 起 的 病 徵 ， 來 察 看 兩 者 是 否 有 相 互 的 關 係 。 
、 1 1 ^卩，暮 3 1 ^右 -部份，甲部份是關於家庭護理者的個人資料；乙部哼是 
SIIi^^J^ ；丙部份是5於气愁§念£5任|】 
| 和 填 寫 此 問 卷 ， 然 後 於 一 星 期 後 交 回 護 士 。 回 答 問 題 時 如 有 任 何 困 
i ，可隨時聯络你的護士，向她查詢。 
你 所 提 供 的 資 料 並 不 會 令 你 的 身 份 向 公 眾 顯 露 ， 換 言 之 ’ 此 項 調 查 是 
絶 對 保 密 的 。 
多 謝 你 的 參 與 和 合 作 ° 
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請填上你的個人資料 
1 . 年 齡 ： 
2. 性 別 ： 
3，婚姻狀況： 0 單 身 
(請於適用處填上 > !號） Q 已 婚 
• 絲 夫 / 寡 婦 
• 其 它 
4 .護理者與病人的關係 0 妻 子 
(請於適用處填上 J 號） o 丈 夫 
• 女 兒 
• 兒 子 
• 嫂 婦 
• 女 婿 
• 其 他 親 戚 
• 朋 友 
• 其 他 
5 .護理者的敎育程度（受教育年份） 
(請於適當年份處填上 7號） 
無 ： 0 • n 
小 學 ： 1 • 2 • 3 • 4 • 5 • 6 • 
中 學 ： 7 • 8 • 9 • 1 0 • 1 1 • 1 2 • 1 3 • 
大 專 ： 1 4 • 1 5 • 1 6 • 1 7 • 
十八年以上：• 
6 .護理者職業狀沉： • 無 職 業 
(請於適用處填上 7號） 0 全 職 
• 兼 職 
• 自 俯 
7 ,照顧病人的持績時間： • 一 至 五 個 月 
(請於適用處塡上 J 號） • 六 至 十 一 個 月 
• 十 二 至 廿 四 個 月 
• 超 過 兩 年 
• 超 過 五 年 
'-乙部份：護理者的任務 u9 
以下的量度制共有 4 5項護理者任務，可用以測量護理者所受到的歷力。 如 仏 ‘ 
請評估各項任務的困難程度。若你認爲某項任務並不困難，請團 1號，如此類推。 
不困難 困 難 極困難 
1 .病人有需要時便來侍侯 1 2 3 
2 .監督病人接受療程及醫療人員的建議 1 2 3 
3 .評估治療方法及醫療服務，並作出選擇 1 2 3 
4 .觀察病情及評估病情的變化 】 2 3 
5 .衡量病人本身的力量及資源 � 2 3 
6 . 預計將來所需要的幫助和服務 1 2 3 
7 .爲病人安排日常活動 1 2 3 
8 .爲了遷就病人而在公眾場所使其他人不便 1 2 3 
9 .使病人在有缺憾的情況下盡量過正常生活 1 2 3 
1 0 .藍督或直接管理病人的資產 1 2 3 
11.應付病.人一些失常的行爲 1 2 3 
1 2 .與病人保持適當的溝通 1 2 3 
1 3 .照顧病人一般生活起居的需要 1 2 3 
1 4 .提供生活創意來打破沉間的生活節奏 1 2 3 
1 5 .彌補因長期照顧病人而出現的情绪不安 1 2 3 
1 6 .尋求私人時間 1 2 .3 
1 7 .增進對有關疾病的知識 1 2 3 
1 8 .避免體力過勞 1 2 3 
1 9 .解決因對病人反惑而引致的内咎 1 2 3 
2 0 .解決因自己表現欠佳而引致的内咎 1 2 3 
2 1 .未來的計劃如受影響，能否容易彌捕？ 1 2 3 
2 2 .重整個人生活常規 1 2 3 
2 3 .彌補睡眠不足 1 2 3 
2 4 .心理上接受病情在不斷惡化 1 2 3 
2 5 .可否接受與病人之間的關係惡化？ 1 2 3 
2 6 .爲這疾病找一個可以埋怨的藉口 1 2 3 
2 7 .承擔經濟上的開支 1 2 3 
2 8 .接受病人長期住院的現實 1 2 3 
2 9 .不讓病情影響你與病人的親密關係 1 2 3 
3 0 .不讓病情影響你對病人的惑受 1 2 3 
‘ ‘ ‘ ‘, -...... X 
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3 1 .不斤斤計較自己是否一個好的護理者 1 1 3 
3 2 .向病人宣浅自己内心的不安和歷力 1 1 3 
3 3 .適應一個不明胡的將來 1 2 3 
3 4 .任命一些有貴任感的人作護理者 1 1 3 
3 5 .維持家人之間的就息溝通 1 1 3 
3 6 .在照顧病人與關顧其他家人之間作出平衡 1 2 3 
3 7 .對家庭的未來計劃受影響而作出適應 1 2 3 
3 8 .不埋怨那些沒有經常繁助照顧病人的家庭 1 2 3 
成員 
3 9 .使家庭能繼續作出有效的決定 1 2 3 
4 0 .對病人的意見和喜好作出適當的考慮 1 2 3 
4
1 .以整個家庭爲重，考慮將病人送院治療 1 2 3 
4 2 .與醫療、衛生及社會福利乏專業人士交往 1 2 3 
4 3
.保持對各項醫療服務的認識以作選擇 1 2 3 
4 4 .作病人的發言人或代病人談判 1 2 3 
45.保持對各樣赔償基制的認識（例如保險） 1 2 3 
• •« ,•. • , , * •« • •. > , 
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1 .你是否經常有背痛？ 1 2 
2 .你是否經常惑到疲倦？ - 1 2 
3 .你是否經常惑到痛苦和沮喪？ 1 2 
4 .你是否經常有頭痛？ 1 2 
5 .你是否經常事事憂慮？ 1 2 
6 . 你是否經常很難入睡或保持熟睡？ 1 2 
7 . 你是否經常在無需要下在早上過早醒來？ 1 2 
8 .你是否經常爲自己的健康過份憂慮？ 1 2 
9 . 你是否經常陷入一個盛怒的境況？ 1 2 
1 0 .其他人是否經常令你煩燥不安？ 1 2 
1 1 .你的面部、頭或肩搏有否間中不隨意地抽動？ 1 2 
1 2 .你是否經常無緣無故地驚慌起來？ 1 2 
1 3 .當你身邊沒有朋友時，你是否害怕獨處？ 1 2 
1 4 .你是否很容易惑到不安和煩燥？ 1 2 
1 5 .你是否害怕獨自外出或與人會面？ 1 2 
1 6 .你是否長期陷於一個緊張的狀態？ 1 2 
1 7 .你是否有消化不良的病狀？ 1 2 
18.你是否經常胃部不適？ 1 2 
119.你是否經常欠缺胃口？ 1 2 
2 0 .是否每件微小的事都會令你精神緊張、身心疲勞？ 1 2 
21.你是否經常心跳加劇？ 1 2 
22.你是否經常眼部有疼痛？ 1 2 ‘ 
2 3 .你是否患有風濕症或織 _織炎？ 1 2 
24.你曾否試過精祌崩潰？ 1 2 












































































































































































































































































































































































































































































































































































































































































































- i I p 
式 
« 
. ^ I 






C U H K L i b r a r i e s “ 








\ 丨 ( 
I 
